SOCOIIIT IBSOBB 



10 125 491 



IB 008 08« 



AOTBOB 
TITLB 



IIS7ITUTI0I 

SPOIS A6BICX 

BBIOBI 10 
BOB SiTB 
COIfBACT 
lOTB 

AfAILABIE PBOB 



KDBS PBZCB 
DBSCBIB90BS 



IBEBTIFIEBS 



IBSTBACT 



Seidell, Billiae 

Becoeiendetions for Begional Action for Optonetric, 
Osteopathic and Bodiatric Bdacation in lev 
England. 

Bev England Board Higher Sdocation, Belleslej, 
Bass. 

Health Besoorces Adsinistration (OHEI/PHS) , Bethesda, 
Bd. Biireao of Health Hanpover. 
DJIi-HBI-76-19 ' 
75 

IOI-AH-II4102 
273p. 

lev England Board of Hi^gher Edecation, 40 Grove 
Street, tielleslej, /Hassachnsetts 02181 

Bf-$C.83 BC-t14.05 Pins Postage. 

Bcadeaic Standards; Career Opportunities; Edocational 
D^velopsent; Educational Finance; ^Edacational 
Planning; Enrolla^nt; Feaales; ^Health Occupations 
Education; ^Higher Education; Bales; >^anpover 
OeYelopsent; Hanpover Heeds; ^Hedical Education; 
Hinoritj Groups; Operating Expenses; Progras 
Developsent; ^Begional Planning; Student Costs 
^lev England; Optosetrj; Osteopathic Hedicine; 
Podiatry 



Ihe lev England Board of Higher Education presents 
findings a]\d recosnendations concerning the Qptosetric, osteopathic, 
and pediatric education in the Bev England area. After a description 
of each of the professions, the folloving topics are discussed: 
interprofessional relationships, sanpover needs, educational desands, 
college progress, financial and cost estisates, recent developsents, 
iind alternatives for optosetric, esteopathic, and pediatric 
education. Tables cover: (1) student grade^point average; (2) 
enrollsent bj profession, bj school, bj sinoritf groups, and by sales 
and feaales; (3) student costs; (4) <ianpover statistics bj 
profession; and (5) operating expenses for each professional 
institution. (KB) 



e«H^eeeeeeeeee««e«e«eeeeee4ieeeeeeeeeeeeeeeeeeeeee«e4iee#«eeeeeeeee^eeeeee 
^ Oocusents acquired bj BBIC include sany inforsal unpublished ^ 
^ saterials not available fros other sources. BBIC Bakes every effort ^ 
^ to obtain the best copj available. Bevertheless, itess of aarginal ^ 
♦ reproducibility are often encountered and this affects the quality ^ 
^ of the sicrofiche and hardcopy reproductions BBIC aakes available ^ 
^ via the BBIC Oocuaent Beprpduction Service (ESBS) . BOBS is not ^ 
^ responsible for the quality of the original docuaent. Beproductioas ^ 
^ supplied by BOBS are the best that can be aade frca tbe original. ^ 
eeeeeeeeeii«eeeeeeeeeeeeeeeeeeeeeeeeeeeeeee#eeeeeeee«e«eeeeeeeeeeeeeeeee 



ERIC 



Kecommeiidatkms 
f'or Regional 
Actioni For 
Optometric 
Osteopathic and 
Podiatric 
EducationJn 
New England 



ERIC 



PrapArad by 




The New England ' 
Board of HigTier 
Education 



ld75 



U$ OE^ANTMENTOF HEALTH 
EDUCATION 4 WELFANE 
NATIONAL INSTITUTE OF 
EDUCATION 

TMts DOCuVfNT MAS BEEN »EP»0 
O'JCFD EXACTLY AS »ECEiVED f »0V 
'Mf PhWSON 0» OPC.AN./ATiON 0»iGfN 
Ans, » POlNtSOf .'lEW 0» OPINIONS 

'..♦f {1 fid ' ►4f.'f<-',AW-v PFP9^ 
.{ NT nt t u ,Ai NA'iONAi iNSTiThTr Of 
FD'jr AT ION POSi TiON 0» PQl if Y 



I 



kecdmniendatkms 
For Regional 
.Action For 
Optometric 
Ofleopathic and 
Fodiatric 
Education In 
New England 



Undtf HRA Contract 
N0I-AK44102 



Prcparad by 
The New England 
Board of Higher 
Education 



ERiC 




William K. Selden 
Project Director 



107S 



U^. OEPAKTMENT OF HEALTH. 
EDUCATION. AND WELFAflE 
PubNc HtaNti Strvict 
HmHH Rt#ou9C#9 Atfinlnislftlioo 
BuTMu of HMli) Manpower 



DHEW Publfcttlon No. 
(HRA) Tt-lt 



I 



NIW ENGLAND BOARD OF HIGHER EDUCATION 



OFFICE Of THE DIRECTOR 



f August 15, 1975 



Dr. Thomas Hatch, Director 
Division of Associated Health Professions 
Bureau of Health Resources Development 
Health Resources Administration 
U.S. Public Health Service 
Department of Health, Education^ and 
, Welfare 

iBethesda, Maryland 20014 



D^ar Dr. Hatch: 

7 0 

In accordance with pr:»v1s1ons In the contract between the Health 
Resources Administration and the New England Board of Higher Education, 
I am pleased to submit this report of findings and conclusions as the 
result of work done under HRA contract N01-AH-44102. It represents. 
In Its conclusions and recommendations, opinions of the Senior Project 
Director, William K. Selden. Although he has presented his observations 
to the members of the New England Board af Higher Education, It has 
not yet taken action with respect to any of the recommendations. 

I anticipate that In the near future the Board will develop plans 
for further action In accordance with the proposals set forth In the 
final chapter of the report. While some details of the Board's proper 
role In furthering the purposes of 4:he report's recommendations must 
be' clarified^ I do wish to emphasize ithe need for and the Board's support . 
of cooperative recognition of the Importance to New England of regional 
educational programs In optometry, oslteopathy and podiatry for the 
future delivery of health care to citizens of this six-state region. 
We do appreciate the Interest that y^u and the members of your staff 
are demonstrating In these needs. 

Let me comnent that we have beeh consistently pleased with the 
superior performance of the staff. jWe are, of course, gratified that 
so complex a study has been completed ahead of schedule and with concomi- 
tant cost savings to the Federal government. We are Indebted to the Health 
ResoiMrces Administration for the fiscal support to carry out this Impor- 
tant piece Qf health professions research and for the excel ilent super- 
vision and assistance of Dr. Nathan Watzman and others at HRA. We are 
confident that the findings of this report and the recommendations made 
by the Senior Project Director *f111 be veryi Instrumental In maintaining 
education and health care delivery for this region In the areas of optome- 
try* osteopathy and podiatry. We are sanguine that the work done and the 
final report wllT serv? as milestones In tpe solution of the problems of 
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Or. Thomas Hatch 



August 15, 1975 



the Massachusetts Colltge of Optometry, And we. believe that this con- 
tract has been an Important building block toward the development In 
New England of a horizontally Integrated, multi-state supported, regional 
health professions training and research center. Finally, let me say 
that the support which you and Or. Kenneth M. ^ndicott. Administrator 
of the Health Resources Administration, have given to this effort has 
been both substantial and appreciated. ' 



Alan 0. Ferguson 




ADF/sm 
Enclosure 



Iv 



TABLE OF CONTENTS ^ 



Letter frcxn Executive Director of New, England Board of 
Higher Education 

iList of Tables and Figures 

Members of Advisory Conmittees and Staff 

Letter frcxn Director of Health Sciences Research Project 

Sunmary^of Reccsnmendations 



Chaptei 

Introduction 

I Descriptions of Selected Professions 

pptOTietry 

Osteopathy 

Podiatry 

II Inter-Professional Relationships 

III OptOTietric, Osteopathic and Podiatric Manpower 
in New England 

Optometry 

Osteopathy 

Podiatry. 

IV Demands for Education in the Selected Health 
Professions 

Optometry 

Osteopathy 

Podiatry 

V Coordinated Operations of Colleges for Several 
Professions 



6 

v 



ERJC 



Chapter 



VI . Massachusetts College of Optometry 

Optometric Manpower and the Massachusetts 
College of Optometry 

Financing of the Massachusetts College 
of Optometry 

VII Financial and Cost Estimates of Optanetric, 
Osteopathic and Pediatric Educatiai ' 

VIII Recent Developments Relating to Education in 
New England for Optometry, Osteopathy and 
Podiatry 

IX Concluding Observations Alternatives for 
Optometric, Osteopathic asid Pediatric Education 
in Nevr England 

X Reconmendations 

Appendix A: Changing the Legal and Financial Status of the 
Massachusetts College of Cytometry 

Appendix B: Massachusetts College of Optometry, Notes to 
Combined Financial Statements, June 30, 1975 

Selected Bibliography 



I 



vi 



LIST OF TABLES AND FIGURES^ 

Page 



. Table I-l Mean Grade Point Average, Entering Optometric H 

Students, U. S. Schools and Colleges of Optometry 
Table 1-2 U. S. Schools and Colleges of Optometry, 9 

Professional Degree Program Enrollment 
Table 1-3 Colleges of Optometry - ' 10 

Table 1-4 Average Annual Education Costs per Student by 12 

Profession, 1972-73 

Table 1-5 Licensure of Optometrists 13 

Table 1-6 Colleges of Osteopathic Medicir-* ' 18 

Table 1-7 Licensure of Osteopathic Physicians 20 

Table 1-8 Colleges of Podiatrit Medicine 25 

Table 1-9 Licensure of Podiatrists 27 

Table III-l Ophthalmologic and Optometric Manpower, 1973 39 
Table II I- 2 Male and Female Active Optometrists, 1973 40 
Tables III- 3a Distribution of Active (^tometrists in Connecticut, 42- 
thi-ough 3f Maine, Massachusetts, Ijlew Hairpshire, Rhode Island, 47 
and Vermont 

Table III-4 Type of Optometric Practice by State, 1973 49 
Figur: III-l - Graduates of U.S. Optometry Schools, 1942 - 1974 si 
Table I I I- 5 Active Optometrists by Age and State, 1973 52 
.Figure I II -2 Age Distribution of Active Optometrists in New 53 

England, 1973 

Figure I II -3a Active Optometrists by Age, New England States, 54 
1973. " 

Figure I II -3b Age Distribution of Active Optometrists by 55 
Percent, New England States, 1973 

Figure III-4 Coirparative Age Distributions of Active 56 
Optometrists, 1973 

Table III-6 Active Non-Federal Physician Manpower, 1973 - 65 
Tables III-7a Distribution of Active Physicians in Connecticut, 66- 
through 7f Maine, Massachusetts, New Hanpshire, Rhode 71 
Island, and Vermont i 
Table I I I- 8 Active Non-Federal Osteopathic Physicians by 73 

State of Birth, 1971 
Table I I I- 9 Type of Osteopathic Medical Practice by State, 75 
i 1971 

Table II I- 10 Osteopathic Medical Specialty Practice by State, 76 
1973 * , . 

Table I I I- 11 Allopathic Medical Specialty Practice by State, 77 
1973 

Table III-12 Active Federal and Non-Federal Osteopathic 80 

Physicians by Age and State, 1971 
Figure III -5 Conparative Age Distributions of Active 81 

Osteopathic Physicians, 1971 
Table III-13 Active Non-Federal Osteopathic Physicians by 82 

Age and State, 1973 . 
Figure III-6 Age Distribution o^ Active Non-Federal Osteopathic 83 

Physicians in New England, 1973 



Vll 

ErJc 8 



Figure III-7 

Table III- 14 
Figure III-8 
Table III -15 

Table III-16 
Tables III- 17a 
through 17f 

Table, III- 18 
Table III -19 
Table III- 20 
Figure III-9 

Figure I I I- 10 

Figure II I- 11 

Table IV- 1 

Table IV- 2 

Table IV- 3 
Table IV- 4a 

Table IV- 4b 

Table IV- 5 

Figure IV- 1 

Table IV-6 

Table IV- 7 

Table IV- 8 

Table IV-9 

Table IV- 10 

Table IV- 11 
Table IV- 12 
Table IV- 13 
Table IV- 14 
Table IV- 15 
Table IV- 16 



Active Non-Federal Osteopathic Physicians by Age, 
New England States, 1973 

Age Distribution of Allopathic Physicians, 1973 
Age Distribution of Allopathic Physicians, 1973 
Manpower in Orthopedic Surgery and Podiatry, 1973 
and 1974 

Male and Female Active Podiatrists, -i974 
Distribution of Active Podiatrists in Connecticut, 

Maine, Massachusetts, New Hairpshire, Rhode 

Island, and Vermont 
Type of Pediatric Practice by State, 1974 
Pediatric Specialty Piactice by State, 1974 
Active Podiatrists by Age and State, 1974 
Comparative Age Distributions of Active 

Podiatrists, 1974 
Age Distribution of Active Podiatrists in New 

England, 1974 
Active Podiatrists by Age, New England States, 

1974 

Optometry Student Quotas in SREB States, Fall 
1974 ° . 

Student Quotas in SREB Colleges of Optometry. 
Fall 1974 

Enrollment in Colleges of Optcsnetry, 1964 - 1974 
Enrollment of Residents of New England States in 

Colleges of Optometry, 1974-75 ' 
Enrollment of New England Residents in Colleges 

of Optometry by Class, 1974-75 
Active Optometrists in New England by College of 

Graduation, 1973 
New England Active Optometrists by Year of 

Graduation, through 1969 ' 

Enrollment in Colleges of Osteopathic Medicine by 
State of Residence, 1963-64 - 1973-74 

Enrollment in U.S. Colleges of Osteopathic 
Medicine, 1973-74 

Enrollment of New England Residents in Colleges 
of Osteopathic Medicine, 1972-73 and 1973-74 

First-Year Enrollment in Allopathic Medical 
Colleges, 1973-74 

First-Year Osteopathic Students in 1973-74 by 

Institution of Undergraduate or Graduate 

Training in New England 
Active Non-Federal Osteopathic Physicians in 

New England by College of Graduation, 1973 
Active Non-Federal Osteopathic Physicians in 

New England by Year of Graduation, 1973 
Number of ^licants to the Colleges of Pediatric 

Medicine, 1970-71-1974-75 
First-Year Enrollment in Colleges of Pediatric 

Medicine by State of Residence, 1970 i 1974 
Enrollment in Colleges of Pediatric Medicine by 

State of Residence, 1974-75 
Active Podiatrists in New England by College of 

Graduation, 1974 



viii , 



Table IV- 17 

Figure VI -1 
Table VI-1 
l^le VI- 2 
Table VI-3 
Figure VI -2 

Figure VI-3 
Table VI- 4a 
Table VI-4b 
table VI -5 
Table VI -6 

Table VI-7 
Table VI-8 , 
Table VI-8A 
Table VI-8B 
Table VI -SC 
Table VI- 9 

Table VI -10 
Table VI -11 ' 
Table VII-1 
Table VII- 2 
Table VII-3 

Table VII-4 
Table VII- 5 



• Enrollment of 
1974-75 

• Male and 

•75 ■ 



Active Podiatrists in New England* By Year of 
Graduation, 1974 

hbssachusetts College of Optometry • Applications, 

and Enrollment, 1964 - 1974 
Massachusetts College of Optometry 
-Hinority Group Students, 1972-73 - 
Massachusetts College of Optometry 

Fenale Enrollment, 1972-73 - 1974- 
Massachusetts Colleges of Optometry - Applications 

and First -Year Enrolliitent . 1972-73 - 1974-75 
Massachusetts College of Optometry - Enrollnent 

of'First-Year Students from New England, 1964 - 

1974 ' . 

hfcissachusetts College of Optometry - Residence 

of First-Year Students, 1964 - 1974 
litessachusetts College of Optometry - Enrollment 

by Class and Residence, 1974-75 
Massachusetts College pf Optometr^r - PercenUge 

of Enrollment by Class and Residence, 1974-75 
Massachusetts College of Optometry - Practice 

Location of Active Graduates, 1973 
l^ssachusetts College of Optometry - 1968 Graduates 
. by Original Residence and Location of Practice in 

1974 

Active Graduates of the Colleges of C^tomet) 

by Location of Practice, 1973 
Massachusetts College of Cytometry 

Expenditures 

Massachusetts College of Optometry 
Student 

Massachusetts College of Optometry 
Student 

Massachusetts College of Optometry 

Budget for Fiscal .Years 1976 through/ 
Massachusetts College of Optometry - * 

with Other Independent Colleges and 

University-Affiliated Colleges, 1973-\! 
Massachusetts College o£ Cytometry - 

Sheet, June 30, 1969 
Massachusetts" College of Optometry - Coiri)ined 

Balance Sheet as of June 30, 1975 and 1974 
Estimated Facility Constructicp Cost for an 

Independent College of Cytometry 
Estimated Facility Construction C6st for an 

Independent College of Podiltric Medicine 
Estimated Annual Operating Costs-f«Mr^ndependently 

Operated Colleges of Optometry and Pediatric 

Medicine • 

Average and Range of Annual Education Costs per 
Student W Profession, 1972-73 ^ 

Fore Studies Projections for Personnel in Schools 
of OptonBtry- and Podiatry in Coii|?arison 
with MCO, 1972-73 and 1974-75 



Revent 




IX 



10 



Table IX- 1 

Table IX- 2 

I 

Table X-1, 



Schools of Medicine and Health Related Programs 

at New England Universities 
Northeastern Ifiiiversity • Health Education 

Programs, 1974-75 

Costs to the New England States for kx) Operating 
as a Regional Publicly Sinjported College of • 
Optometry, 1974-75 



Page 
215 
217 

j 

225 



ft 



ERIC 



11 



MEMBERS OF ADVISORY C0^t1ITTEES 
National Advisory Committee 



Mary I. Bunting, Ph.D. 

SJpecial Assistant to the President 

Princeton University 

Philip E. Greenman, D.Q. 
College of Osteopathic Medicine - 
Michigan State University i 

E. Dalton McGlanny, D.P.M. 
itor, Joujeml of the Amer^iaan 
Podiatry Aaaooiation 
Atlanta 

Thomas W. Mou, M.D. 
Provost ^or Health Affairs 
State University of New York 



Leland Powers, M.D. 
Dean, Division .of Allied 
Health Professions 
Wake Forest University 

Haynes Rice , . . , 

Dqjuty Administrator ' • ^ ; 

Healui Services Administration 
I o£ New York 

Charles E. Seger, O.D. 
San Luis Obispo, 
California 

Joseph F, Volker, D,D,S, 
President, University of ^ ^ 
Alabama at Birmingham 



Regional Advisory Coinnittee 



William Bergen, D,0- 
Kennebunk, Maine 

Robert R\ Brown, D.O. 
Boston, Massachusetts 

I 

Thomas De Cesare, Jr., D.P.M. 
Providence, Rhode Island 

Sylvio L. DuPuis, 6.D. 
President, CatSiolic 
Medical Center 
Msmchester, New Hampshire 

B. T. Hutchinson, M.d! 
Boston, Massachtisetts 

Lloyd J. Jeswett 
Pripsident, University of 
Maine at Augusta 



Robert C. O'Keefe, D.P.M. 
South Boston, Massachusetts ' 

Co^tos C. Poulos, O.D. 
.Piainville, Connecticut 

Louis Rablneau; Ph.D. 
Chancellor, Connecticut 

C(»iinission for 

Higher Education 

Anthony Bobbins^ M.D. 
Coninissioner.of Health 
State of Veimont 

Clinton L. Wilson, O.D. 
Waltham, Massachusetts 

Burton I. Wolfinan 

Undersecretary, Executive 

Office of Educational Affairs 
Comnonwealth of Massachusetts 



/ XI 



State Advisory Coninittees 
C(»inecticut 



Frederick G. Adams, D.D.S. 
Vice President for Student 
Affairs and Services 
Ihiiversity of <k»inecticut 

Tlie Honorable Louise Berry 
Duiielson t 

I* 

Rene Qerard Dpsaulniers> O.D, 
Ritnam 



Roswell P. Bates, D.O. 
Bangor 

Cynthia Kinsella, Bd.D. 
Seal Cove 

/ 

Elizabeth D. Mooz, Ph.D. 
Department of Chemistry 
Bowdoin College, Brunsidck 



Maine 



: Selma Lee Markowitz 
Executive Director, Connecticut 
Institute for Health Hfeaipaie 
Resources, Hartford, 

Irving Yale, D.P.M. 
Ansonia * ' 



-'J- 



James P. Paras, D.P.M. 
Westbrook 

David J. anith; O.D. 
Portland 



Massachusetts 



Thomas A. Callahan, O.D. , 
South Hadley 

■'■ - ' 
TTwnas F. Connolly^ D.P.M. 
Executive Director 
Massachusetts Podiatry 
Society, Inc. 



Ronald A. Mertens, D.O. 
Jamaica Plain 

Maurice H. Sa^al 
President, American Universal 
Insurance Conpany, Boston 



New Haiq)shire 



A 

Robert Blanchard, O.D. 
Manchester. 



Jere Chase 
IXirham 



The Honorable John P.H. Chandler. Jr. 
Warner 



Kenneth A. Kraska, D^P.M. 
Londonderry 

Irja Wilson, R.N. 
Hanover 



xii 



13 



Rhode Island 



Richard J. Ferris, O.D. 
Warwick 

Maurice W. Hendle, LL.B. 
Pawtucket 

Robert P. Lawton 
Executive Vice President 
Rhode Island Health Science 

Education Council 
"Cranston 



Samuel Bogorad, Fh.D 
D^rtment of Ei^lish 
Uhiversity of Vermont 
Burlington 

The Honorable Esther Cohen 
Burlington 



Vermont 



H. Raymond McKendall, M.D. 
Providence 

Ifenneth L. Smith, D.O. 
Greenville 



Walter H. Johnson, O.D. 
Saint Albans 

Raymond L. Mariani, D.P.M. 
/ Brattleboro 

i Albert J. Pristaw, O.D. 
Wbodstock 



Staff 



William K. Selden 
Cynthia G. Heiland 
Daniel J. Lqpfer 
Jeanne C. Gentile 



Project Director 
Research Director 
Assistant Research Director 
Secretary 



Paul V. Cusick 
Edward J. Norcott 
Mitchell Wendell 



Financial Consultant 
Financial Consultant 
Legal Consultant 



xiii 



ERIC 



14 



August 1, 1975 



WILLIAM K. SELDEN 

58WESTCOTTRO 

PiiNCBTOK, New Ji 

08 



Alan D. Ferguson, Ph.D. 
Executive Director 

New Engljind Board of Higher Education 
40 Grove Street 

Welles ley, Massachusetts 02181 



Dear Dr. Ferguson: 

It is my pleasure to submit to you the final report of the Health Sciences 
Research Project. 

In our investigations and analyses, primary enqpihasis has been placed on 
continued provision of optometric echication in New England with attention 
to "the proposition that the Massachusetts College of Optometry ^CO) 
should be organized , administered, and supported as a public New England 
regional facility." Oar conclusions indicate that the college is opera- 
ting at present on an extremely precarious basis, and that steps should 
be taken immediately to broaden its sources of st^port; otherwise it may^ 
soon encounter difficulties in meeting its financial obligations. Tlie New 
England Board of Higher Education is urged in our recapmendations to assune 
leadership in this situation by calling to the attention of , the six state 
governments the benefits that would accrue to the citizens of all the 
states if each shared in the governance and financing of a regional edu* 
catiopal program in optometry. 

The project has also addressed the longer tera by giving attention to 
"the feasibility of establishing, for the New Ei^gland region, a horizon- 
tally integrated training and research facility encoiQ>assii\g related health 
professions." The conclusions of this report attest to the feasibility of 
such an institution that might initially include educaticm for the profes- 
sions of optometry, osteopathy and podiatry. In fact, the report identi- 
fies the need for the provision of education in New England for each of 
these three professions if services by such health professionals are to 
be continued and maintained for the benefit of the citizens of this six- 
's tate region. It is recoihmended that a program planning project be imple- 
mented as soon as possible in order that inter-disciplinary curricula 
could be developed, for such a regional academic health center. The program 
planning project should include consideration of architectural, engineering 
and financial needs, as well as the form of governance for this proposed 
multi*state supported facility. It is proposed that the New England Board 
of Higher Education assume the leadership in this enterprise by seeking 
the necessary funding and by serving as the coordinating agency for the 
program planning project with vAiich the societies representing the directly 
affected professions should be expected to cooperate. 

The report provides background and statistical infozmation related to the 
education for and provision of optometric, osteopathic and podiatric health 
care in New England. The final three chapters of this ten chapter feport 
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include a smmry of the information presented in the first seven chapters 
and also contain the conclusions and reconmendations. The recomnendations 
bv thoaselves are reproduced for ready reference ininediately following 
this letter of transmittal. 



We are indebted to the manners of the several advisory coqnittees« vtose 
names are identified in the front part of this document » for the assistance n 
they provided in helping us to analyze the extensive information collected 
1^ the staff during the conduct of/ this report. 

The menibers of the staff were especially helpful to me. Cyhthia G. Heiland 
coordinated the many and varied activities and performed these functions in 
a considerate and gracious manner. IXiiiiel J. li^er ccmducted the statis- 
tical work and wrote chapters JII, IV and the first half of VI; these 
chapters are evidence of the careful attention he gave to the manpower 
analyses without %Mch the conclusions could not have been substantiated. 
The financial analyses contained in chapters VI and VII were provided in 
a most efficient manner by Edward J. Norcott with the advice of Paul V. 
Cusiqk. Mitchell Wendell^ a ccmsultant on governmental affairs » prepared 
the dppendix containing specific suggestions for changii^S the legal and 
financial status of MOO, Jeanne C. Gentile prepared the extensive typed . 
copies with neatness and dispatch^ and in a cheerful and diligent manner. 
Ihe coiq>letion of this report was made possible by their collective as- 
sistance. 

Officers of various professional societies and institutions » as well as 
of agencies of the ^federal gcs/emment were generously cooperative. We are 
especially appreciative of the ready response to our numerous requests for 
information ^mished by William R. Balchdn, President^ and other members 
of the staff of the Massachusetts College of Optometry. Tliomas Hatch and 
Nathan Wktzman of the Health Resources Administration, IMted States Public 
Health Service, provided affirmative support for the project from its in- 
cq)tion. 

tt has been a pleasure to serve as the director of a project sponsored by 
the New ^Er^land Board of Higher Education. You, Mrs. Joan-Faye Livergood, 
Associate Director, and your staff have provided us with eveiy type of 
assistance required for this project. We are likewise gratefiil for the 
isprovements suggested in the report by the editing of Mrs. Dorothy Piper 
Germain and Mrs. Phyllis Lary. 

Now that the pjroject is conpleted it is our hope that the reconmendations 
will be iiiq)len)ented as early, as possible. 




William K. Sdlden 
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SlftV\RY OF RECOhtlENDATIONS 



^ REC0MME^«)ATIONS FOR SUBSEQUENT ACTION 

.., \ 

, A - CREATION OF A REGIONAL ACADEMIC HEALTH (ENTER IN r€W ENGLAND 
BecCTBnendation A 1 . 

The New England Board of Higher Education should serve as the coordinating 
agency for a pvogrcSn plaming project and sponsor the analysis necessary to 
implement the eventual creation of a regional academic health center in 
' New England to include program of study in such health professional fields 
as optometry, osteopathy and podiatry, in addition to others that might 
later be included. 

Reconmendation A 2 

The New England Board of Higher Education should - 

(a) seek the funding necessary for the program plaming 
project <md 

(b) encourage support and participation on the part of 
the appropriate health professional societies in the 
project. ' 

Recomnendation A 3 

~^ In analyzing possible sites for the establishment of a regional academic 
health center in New England, the program planning project should give 
spedial attention to property in Grafton, Massachusetts, and to property 
omed by Northeastern University within the greater Boston area. 

Recomnendation A 4 i 

The program planning project for a regional academic health center in 
New England should be expected to analyze and develop specific proposals i 
with respect to the following topics: 

(a) form of control and administration 

(b) sources of financing • 

(c) inter^disciplinary curricula 

(d) clinical education and services 

(e) architectural and engineering plans 

(f) inter^institutional cooperation with neighboring 
univereities ' 

1 
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(g) budgets for Qonstruotions atax^t^up and annual operating 
exp?^ae8 . 



RECOMMENDATIONS FOR IMMEDIATE ACTION 

While the eventual creation of a regional academic health center is a 
long-term project, there are actions that c^ be taken more inmediately with 
respect to optometric, Osteopathic and podiatric education in New England. 
In fact, if action is not taken ijimediately with respect to cptOTietry, the 
education that is now "being offered in this professional field, primarily to 
residents of this region, may be severely inpaired. 



B - NEW ENGLAND COLLEGE OF OPTOMETRY 

Recommendation B 1 ^ 

The Board of Trustees of the Massachusetts College of Optometry should 
take irmediate action that will - 

(a) raise tuition charges for all students; 

9 

(b) expand the collegers program of solicitation of gifts 
from all sources; 

(c) reduce Expenditures wherever possible without impairment 
of its educational program; 

(d) officially change the name of the institution to the 
New England College of Optometry; 

(e) revise the collegers charter and by -laws ^ as appropriate^ 
to permit appointment of some members of the board qf 
trustees by the governors or other designated officials 
of each state -(see Appendix A for propased revision in 
charter and by-laws); and 

(f) declare the desire and the intent of the college (i) to become 
a regional multi-state supported program of professional study ^ 
and (ii) to be ^ integrated into a regional academic health center. 

Recommendation B 2 . r 

The Massachusetts College of Optometry should intensify its efforts - 

(a) to device and seek adoption of a system of financing 
by which each of the six New England states shares 
^equitably in the annual operating costs of the 
institution; 
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(b) to develop^ as an interim measure^ contracts with the 
individual states by which each state provides annual 
funding in proportion to the number of places in each 
entering class guaranteed for qualified residents from 
the state; and 

(c) to obtain federal funding to assist the college during 
the transition period from an independent institution 
to one that is multi-state supported and regionally 
controlled. 

Recommendation B 5 

The New England Board of Higher Education should provide all appropriate 
assistance to the Massachusetts College of Optometry as it seeks federal and 
state financing and endeavors to be converted from an independent institution 
to one that is multi^state supvorted and regionally controlled* 

Reccmnendation B 4» 

The Board 6f 'trustees of the Massachusetts College of Optometry should 
take ^action authorizing sthat steps be taken^ as soon as possible^ *to negotiate 
and execute a contract between the college and Northeastern University^ and 
other appropriate institutions, providing for as many areas of cooperation as 
possible between MCO and the other institution or institutions^ and also 
providing that the contract or contracts be subject to review at the end of 
three years following execution* 

I 

C - NEW ENGLAND COLLEGE OF OSTEOPATHIC MEDICINE 
ReccOTnendation C 1 

The New England Foundation for Osteopathic Medicine should - 

(a) continue with its efforts to establish a New England 
College of Osieopathip Medicine to begin operations 
at the earliest feasible date; 

(b) declare at the present time its intention to cooperate 
in the planning for and establishment of a regional 
academic health center in New England; and 

(c) seek eventually to incorporate the New England College 

I of Osteopathic Medicine into a regional academic health 

I * center y if and when such a center is established in 

i . New England* 



D - NEW ENGLAND COLLEGE OF PODIATRIC MEDICINE 

Recommendation T 1 

The American Podiatry Association should assume leadership and seek the 
cooperation of each of the state podiatric societies in New England in 

xviii 
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creating a New England Foundation for Podiatric Medicine whose primary purpose 
would be the establishment and support of podiatric medical education in this 
Bix^state region. 

Reconmendation D 2 

The New England Board of Higher Education should - 

(a) assume leadership in initiating discussions between the 
New York College of Podiatric Medicine and Northeastern 
-University^ the University of Massachusetts at 
Worcester^ and other appropriate universities in New 
England^ leading to a contractual^ cooperative 
arrangement ^by which qualified ^residents of these^ 

six states could be admitted to a university in 
New England, for the first part of their education^ 
in podiatry followed by enrollment for the final 
part at the New York College of Podiatric Medicine; 
and 

(b) invite representatives of the New England Foundation 
for Podiatric Medicine to participate in such 
discussions between the New York College of Podiatric 
Medicine and individual universities in New England. 

Reconmendation D 3 

The^ New England Board of Higher Education and the New England Foundation 
for Podiatric Medicine should each take steps ^ which are intended to lead to 
^he^^ffering._Qf ^podiatric ed^ in this six^state region^ only in such 

manner as to facilitate the eventual inclusion of podiatric education in a 
regional academic health center^ if and when such a center is established. 



OTHER RECOMMENDATIONS 

E - EDUCATION TO MEET HEALTH CARE MANPOWER NEEDS 

Recomnendation E 1 

The New England Board of Higher Education should assume leadership in 
the preparation and dissemination of information on a regular basis with 
regard to - 

(a) educational provisions for meeting manpower needs 
in the health professions in New England; and 

(b) the benefits that could accrue to the residents of 
the six New England states by the establishment 
and operation of a regional academic health center. 
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F - STIMULATION BY THE PROFESSIONS 

Recottinendation F 1 

The Maeeaohu3ette College of Optometry should pursue dvery appropriate 
measure to encourage members of the profession of optometry in each of the 
New England states actively to encourage the states to finance the college 
and to encourage the conversion of the college to a regional^ multi-state 
supported institution^ eventually to be incorporated into a regional academic 
health center. 

Reconmendation F 2 

The New England Foundation for Osteopathic Medicine should pursue every 
appropriate measure to encourage members of the profession of osteopathy in 
each of the Neu) England states to support actively the creation of a New 
England College of Osteopathic MedtcinSj eventually to be incorporated into, 
a regional academic health center. . 

Recowinendation F 3 

Until such time as a New England Foundation for Pediatric Medicine has 
been established^ the American Podiatry Association^ in cooperation with the 
pediatric societies in each of the New England htates^ should pursue every 
appropriate measure to encourage members of the profession of podiatry in 
these states to support actively the initiation of a program of education . 
in pediatric medicine in this region and to support the eventual inclusion 
of such a program in a regional academic health center. 



G - INTER-PROFESSIONAL STUDIES 

r 

Recommendation G 1 ' 
The New England Board of Higher Education should - 

(a) establish an inter^professional corrmittee to be 
concerned with eye care personnel; 

(b) initially invite representatives of the optometries \ 
profession and representatives of the medical specialty 

of ophthalmology in equal number^ to serve on this^ 
inter-professional cormtittee with an equal number 
of knowledgeable^ non-health professionals; 

(c) charge this inter-professional comnittee with the 
following responsibilities: 

(1) collecting and analyzing ^information about 

the types of personnel providing eye care r 
^ and their distribution in each of the New 
England states^ such eye care personnel 
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including, but not limited to, ophthalmologietB, 
optcmetH9t$, opticians, and eye care aeeietante 
and techniciane; 

(2) recontmending the content of a deeirable academic 
and clinical inter-^dieciplinany program in 
optometric education to be offered in a regional 
academic health center; 

(3) reviewing the licenevre Imae for the practice 
of optometry and' other eye care health 
profeeeians in each of the etatee of Net) 
England with pie intention of nfoking 
recomendatione for their mifdrmitys and 

eeek funding for support of the activities of this inter- 
professional comnittee from the appropriate agency of tfie 
federal government* 
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INTRODUCTION 



As an agency of the six New England states, the New England Board of 
Higher Education (NEBHBO has been charged to facilitate and expand higher 
educational capacities' within the region, to provide increased access to 
higher education for the citizens of the six- state area, and to promote the 
most economical use of higher educational facilities within the region. One 
of the chartered "responsibilities of the Board is to collect, correlate and 
evaluate data relevant to higher education and to make available the results 
of such research; 

In accordance with this charge, NEBHE has sponsored the Health Sciences 
Research Project which has been financed under contract with the Health 
Resources Administration of the Public Health Service of the United States 
Department of Health, Education^ and Welfare. 

The project has been conducted by a director and staff vAio have been 
aided by* invaluable advice and other assistance from members of several 
advisory caranittees Viio are i(dentified at the beginning of this report. 
However, responsibility for the contents of this report, including its 
observations,, conclusions and recommendations, rests solely with the director. 



OBJECTIVES OF THE PROJECT 

c 

As stated in the proposal for the contract with the Health Resources 
Administration, the objectives of the project ara: 

First • To assemble in complete and logical form, all relevant 
data pertinent to the needs of the six- state New England region . 
in the area of eye health as performed by the profession of 
optometry, and particularly as the Massachusetts College of 
Optometry relates to those needs as a training and reaearch 
base for this profession. 

Second - To analyze and evaluate those data in the light of 
the proposition that the Massachusetts College of Optomjetry ' 
should be organized, administered and supported as a public 
New England regional facility, operating to meet the needs 
as defined in the first objective. 

Tkird - To prepare, on the bases of tlie data and analysis 

arising from the first and second objectives^ a logical 

and feasible plan whereby the Massachusetts College Of 

OptcMnetry can be converted to a public institutipn supported 

jointly by the six state governments of New England, and 

to lay this plan before those governments for approval 

and implementation. ^ -~ 

Fourth - To investigate and prepare a report, including 
recoimendations for appropriate further research and 
implementation activities, concerning the value and7 
feasibility of establishing, for the New England region. 
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a horizontally integrated training and research facility 
enconpassing related health professions. This initial 
investigation will include consideration of three health 
professions: optometry, osteopathy and podiatry. 

Since the project is concerned particularly with the opportunities in 
New England for the sti^dy of optometry and with the Massachusetts College 
of Optometry, primary attention has been focuse'd on this profession, including 
reference to its relationship with the medical specialty-of ophthalmology. 
At the same time, data have also been collected.with respect to the education 
for and the delivery of health care in New England by the professions of 
osteopathic medicine, and pediatric medicine. Accordingly, in" the first 
four chapters of this report • Descriptions of the Selected Professions, 
Inter-Professional Relationships, Optometric, Ostec-'.^hic and Pediatric 
Manpower in New England, and Demands for Education t the Selected Health 
Professions • information is presented as it relates to optometry, osteopathy 
and podiatry, as well as pertinent information relating to the medical 
specialties of ophthalmology and orthopedic surgery. 
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DESCRIPTIONS OF THE SELECTED PROFESSIONS 

ft 

_ All the health professions have one msjor characteristic in cornnon. 
They have been developed and exist for thi^ purpose of providing health 
care to individual members of the general public. In most cases, their 
V fields of professional responsibility are markedly divergent and identifiably 
different; in a few cases, their responsibilities converge. 

It is not within the province of this project to define the areas of 
practice appropriate to the professions of optometry, osteopatiy or podiatry. 

the other hand, it is appropriate to present a brief historical description 
and other basic facts for each of these professions in order to clarify the 
professional health services that are encon|)assed in this report. 

OPTOMETRY 

DEFINITIONS OF PROFESSIONS PROVIDING EYE CARE ' 

if 

Before presenting a history of optOTvetry, it is necessary to provide 
definitions of optometry, ophthalmology and opticianry in order to prevent 
misunderstandings with respect to these three related professions .• 

Optoineti-y 

The Institute of Medicine of the National Academy of Sciences has 
presented a definition of optometry in its 1974 report of a' study, Coete 
of Education in the Health Profeeeicne. 

The Doctor of Optometry (O.D.) is a health professional 
who perforps eye examinations to determine the presence df 
yisual, muscular, or neurological abnormalities, and prescribes 
lenses, other optical aids, or tlicrapy such as eye exercises 
to enable maximum vision. Optometrists are trained to recognize 
diseased conditions of the eye and oculai manifestations of 
other diseases, and to refer patients with these conditions 
to the appropriate health professional. ^ ^ 

Optometry was further described in the following term^ in a 1970 report 
from the Secretary of the U.S. Department' of Health, Education and Welfare.* 

^Although the primary service performed by most practicing 
optometrists is the provision of eye examinations and visual 
analyses, optometrists are trained to detect any departure frcwn 
the optimally healthy eye. The scope of optometric services 
has expanded beyond basic clinical refractions, fabriciating 
and dispensing eyeware; now included are visual screening 



See selected bibliography. 
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examinations^ clinical instrumentation/.cpntact-lens fitting, 
visual training, orthoptics, low- vision aids for the partially 
sighted, artificial eyes, industrial vision-consultation, and 
" public and conmunity health. The most, rapidly expanJina area 
, of serv ice is in school consultation and remedial services for 
low achievers. 

The optometrist is trained and bound by professional 
ethics to refer patients in i^om indications of disease have 
been found to a physician or other health practitioner for 
definitive diagnosis and appropriate ijiedical, surgical, or 
other treatment. 

Ophthalmology J 

An ophthalmologist is a physician with the degree of 
Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.) n 
who specializes in the diagnosis and t;featment of all eye 
diseases. Possessing an unlimited license to practice \ 
medicine, the ophthalmologist is authorized to prescribe 
and administer drugs and to perform surgery, as well as to 
provide many of the vision care services furnished by the 
optometrist. 

« 

An ophthalmologist may be further identified as being board-certified « 
A board -certified doctor of medicine has completed three years of residency 
in ophthalmology in a hospital offering such specialized training and has. 
successfully passed the examinations for certification of the American 
Board of Ophthalmology or the American Osteopathic Board of O[rfithalmology.' . 
An ophthalmologist may also have conqpleted his residency but may not have 
been cert'fied by the American Board of Ophthalmology. Certification is 
not required to practice ophthalmology, but usually a physician who has 
completed a residency in this medical specialty voluntarily seeks board 
certification. 

For further clarification, it should be* noted that residency programs 
formerly were offered for those wishing to specialize in eye, ear, nosfe 
and throat care, and some physicians who were trained ill this specialty 
are practicing as ophthalmologists. Physicians irfio now limit their pra.tice 
to the ear, nose and throat are identified as otolaryngologists. 

;The torm oculist is now less frequently used although it is sometimes 
applied to the physician who restricts his practice to the eyes but who 
has not necessarily received specialty training in this field of practice'. 

Opticianry 

^An optician makes, fits« supplies, and adjusts eyeglasses 
according to prescriptions written by optometrists or 
\ ophthalmologists to correct a piStient's opitical defects. An 
optician does not examine eyes or prescribe treatment. ' 

A dispensing optician in £^ retail establishment fills prescriptions,^ 
takes facial measurements to detemdne the size and shape of frames and^^ 
lenses, and later fits and adjusts the frames of eyeglasses to the 
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requirements of the individual custcwier. In some' states, tj* practitioner 
must be licensed to perform these functions. The mechani^l grinding, 
ix)lishing and fitting the lenses in ftraines is performed by an optical 
technician according to the specifications established by a dispensing 
optician, ah optometrist or an ophthalmologist. 

\ . . *i 

In addition to these groups of individuals, lAo provide services related 
to the care of the eye, there are optometric assistants and oi^thalmological 
assistants lAo perform only under the direct si^rvision of an optcnnstrist 
or an ophthalmologist respectively. 

V ... 

HISTORY OF OPTOMETRY 

I 

Tifip relatively concurrent events took place in the late thirteenth 
and early fourteenth centuries that led eventually to the development of 
the profession of optometry. Hie first was the use of lenses to iiq)rove 
vision and the placing of lenses in frames to create spectacles. The 
second was the discovery of ^movable type-and the refinement of paper for 
printing., This latter development encouraged reading among a wider segment 
of society and necessitated the improvonent of vision. Thus developed a c 
new vocation that of making and selling spectacles i 

For many centuries, lenses were prefabricated, and the customer tried 
spectacles until he found a pair that seemed best able to correct his eye 
deficiencies. The persons vitto made and sold these spectacles were frequently 
trained in a knowledge of mathematics and optics . They were not associated 
with the profession of ^medicine, many of vdiose mernbers until well into the 
nuietewith century opposed the use of spectacles, preferring to recomnend 
medication, surgery, or general Jygiene. Incidentally, this attitude on 

part of many doctors of medicine indirectly encouraged the development 
of the profession of optometry to be independent and self -directed. 

As- an independent and self-directed profession, optometry, as it was 
later identified, turned to that field of {diysics known as optics for many 
of its scientific and technological advances and inf>rovements . This fact 
accounts fpr the later introduction of courses in optometry in the departments 
of physics of several universities. i 

The early spectacles contained lenses with limited choices of formulas, 
and the lenses in a single set of spectacles were made with the same formida 
for each lens. By the nineteenth century, however, bifocal lenses were 
devised as a ^result of siiggestions from Benjamin Franklin, lenses to correct 
astigmatism were. fabricated, recognition was g|ven to the different neec^s . 
of each eye^ substantial i n pro v emeiits wer^ made in the centering of lens^ 
based on increased knowledge of physiological optics, and, as a result, 
prefabrication of lenses gave way in time to the prescribing of lenses for 
individuals. To prescribe lenses for a pe^rson the optometrist had tpytest 
the piatient*s eyes on an individual basis, a^id this-extensicm pf prdbtip^ 
led to conflicts with the developii^ medical specialty of Oj^thalmology' 
lihose mmbers were trained in eye disease, medication and sux^ry, and \itlose 
training and practice did not eiqihasize refraction and the prescription of 
spectacles. 
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The development in the United States of , the profession of optometry 
was^acconpanied by the establishment of training schools that at the turn 
of the past century, as in all other professions at that time, were mostly 
proprietary in nature and generally of questionable academic quality. In 
190p, there were some 60 sudi training schools. However, in 1910, the 
first university-affiliated course in optometty was offered by CJolunbia 
Uiiversity, and within 15 years three other universities had instituted 
courses in optometry, usually in close association with the departments 
of physics, not with the schools of medicine. At the same time, as will 
be noted later, optometric education was offered by a punber of independent 
colleges. 

With .the adoption of a licensure law for optometrists in 1901 by the 
state of Minnesota, legal recognition was given to the profession, aiid by 
1924, similar laws had been passed in all states. FUrtheimore, through 
various federal legislation, optometry is recognized as an independent ^ 
health profess ion 

The i\merican Optometric Association (AOA) , vdiose modbership includes 
most of the practicing optometrists in the Ihited States , was founded in 
1898. Its activities, irfiich are varied, have encouraged continued improvemeht 
in the education for and practice of optometry. In addition to the POAj 
there is the National Optometric Association (NOA) , lAose meiri)ership includes 
Blacks , American Indians , Mexican -Americans and Puerto Ricans. Ihe current 
major activity of the NOA is minority recruitment to the profession. 
Approximately 60 percent of the members of the NOA, %rfiich is an affiliated 
organization^ to the AOA, are also meinbers of the AQA. 



SCOPE OF OPTOMETRIC PRACTICE 

The scope of practice of all vibrant professions is undergoJ.ng constant 
change as a result of scientific discoveries, technological developments, 
economic forces, revisions in the patterns of delivery of health care, and 
professional, aspirations. Optometry is no exception. 

Earlier in -this century the entire scope of practice of optometry 
rested on procedures related to subjective and objective testing for refractive 
status (focusing) of the eye. It is this specific function that many laymen 
attribute to optometry without realizing that optometrists are now educated 
and trained to perform within a larger sphere of responsibilities. 

the optometrist; continues to perform tests for the purpose of determining 
the refractive status of the eye, but he also performs tests to verify that 
the eye is healthy and free from disease as well as tests to determine how 
the two ey^s of a patient function together as part of the neuromuscular 
system. In addition, the optometrist is concerned with the patient*s 
performance of tasks relating to perceptual responses , color perception, 
ability to deal with variations in illunination, and other characteristics 
of the patient^s visual system. Should an optometrist detect or suspect 
disease or other similar abnormality in the patient, he is obliged ethically 
and morally to refer such a patient to the appropriate doctor of medicine 
or doctor of osteopathy - an ophthalmologist, neurologist, internist, or 
general practitioner. The optometrist may also refer a patient to other 
practitioners such as a dentist or psychologist. 
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Because of the extent of scope of optometric practice there are some 
optometrists who become especially proficient in various specialized fields 
of practice by pursuing further study and tending to concentrate their 
efforts in such areas as vision training, contact lens fitting, low vision 
aids, occupational vision problems, or pediatric or geriatric optometry. 
For some time optometrists have been especially active in the occupational 
and industrial field*, and this activity is likely to be stimulated further 
by such developments as the r^ent federal legislation directed at occupational 
hazards (see Chapter III for types of practice of optometrists) . With some 
exceptions, .optometric care is provided to patients who are ambulatory. 
Regardless of location or enphasis of practice an optometrist -must undergo 
rigorous academic education and clinical training in order to be able to 
provide good eye care. 

EDUCATIONAL REQUIREr€NTS FOR T>C DEGREE OF DOCTOR OF OPTOMETRY 

When the scope of practice of an optonetrist was limited primarily to 
subjective and objective testing for refractive status of the eye, the length 
of the course and the subject matter required of the optcMiietric student were 
short and almost sketchy conpared to present-day requirements. Today th« 
course in optometry, which requires a minimum of six years after con5)letion 
of secondary school, is culminated with the awarding of the degree of Doctor 
of Optcxnetry (O.D.). 

At the present time all the schools of optometry require a successful 
applicant to have con;)leted a minimun of two years of college work. However, 
in practice at least 50 percent of the entering students have preyiously 
obtained their baccalaureate degrees, and of these some even have advanced 
degrees. Fewer than a third of the students vtfio are now entering optometric 
schools do so with only two years of college. 

For admission students are expected to have^ completed college courses 
in biology or zoology, chemistry^ English, mathematics, and physics, and 
also, depending on the requirements of the individual school of optometry, 
courses inj hunanities, social studies, and psychology. In addition to 
transcripts of previous school and college records that each candidate for 
admission*^ must present, the individual must also sit for the Optometry 
College Admission Test. This test has been a standard requirement during 
the past few years. 

The curricula in the schools of optometry follow a generally similar 
pattern. For example, at thd Massachusetts College of Optometry (MGO), 
^e professional curriculun is organized around ten major subject areas - 
five within each of the two major divisions: 

Visual Science Patient Care 

Behavioral Sciences Clinical Pathology 

EnvinMWiental Vision General Optometry 

Optics Pediatric Optometry 

Physiological Optics Rehabilitative Optometry 

Physiological Sciences Social Optometry 



8 



At MOO, two patterns of education that liead to the Doctor of Optometry 
degree are offered. The one that enrolls the larger proportion of students 
is for those v*io have conpleted two to five years of collegiate preparation 
and is four academic years in length. The other is two calendar years in 
length and is limited to individuals vAio have an earned doctorate degree 
in one of the sciences. 

During the past decade, both the total, enrollment of students in the 
colleges of optometry and the ccmbined previous academic averages of the 
entering students have been rising. These facts, vAiich were contained in 
the 1974 annual report of Charles E. Seger, O.D., Chairman of the Couicil 
on Optometric Education, to the American Optometric Association, are portrayed 
in Tables I-l and 1-2. • 



OTHER EDUCATIONAL OFFERINGS 

In addition tb the programs leading to the degree of Doctor of Optometry 
that are offer^ by all colleges of optometry, those Schools that ar^ 
affiliated with universp.ties usually participate in academic programs that 
lead to the Master of Science and/or the Doctor of Philosophy degree in 
physiological optics. Such participation is possible because of the more 
>extensive academic resources of the universities which have schools of 
gAduate studies throu^ which the advanced degrees are offered. At one 
university-affiliated school of optometry, fdr example, graduate internships 
and residencies are offered in various optometric clinical specialties for 
individuals intending mainly to prepare themselves for clinical faculty 
positions or for careers en^rfiasizing clinical optometric research. 

A form of educaticml offering in \ihich all colleges of optometry, 
both university-affiliated and independent, are increasingly involved is 
continuing education. Nearly 40 states, either by legislation or by^ 
regulation, now require prcfof of regular participation of optometrists in 
some form of continuing education in order to be eligible for reli^ensure. 
Continuing education courses are being offered by many different organizaticms. 
The leadership for this educational- activity is, however, coming from the 
schools of optometry, whose inqportance in the delivery of gc^Ki health care 
to the public is thereby expanded. 

COLLEGES OF OPTOMETRY 

Although there were at one time, as previously noted, more than 60 
colleges or schools of ^optometry in the Uhited States, at present, there 
are only J.2. Seven of these are university-affiliated and five are 
independent. They are identified in Table 1-3. 

In addition to these institutions at present in full operation, Ferris 
State Collegia will admit its first class of 21 optometric students in the 
fall of 1975 into \A\at will be known as the >fi.chigan College of <^ Optometry. 
The location of the college was established in legislation^ to the 
dissatisfaction of most optometrists, at an institution irfiich has no academic 
hea|.th center and i^ich is situated in a geographical region that will provide, 
according to optometric educators, inadequate clinical opportunities for 
students. Legislative action in the states of Florida and Missouri has also 
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TABLE I-l TABLE 1^2 



GRADC POINT AVERAQE 
ENTERING OPTOHETRIC STUDEiItS 
U.S« SCHOOLS AND COLLEGES dF OPTOff TRY 
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Source: The Journal of the AmeHcan Optometvio AGsoatation, Volume 45, 
f*jmber 8, August 1974, page 921; 
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authorited the establishment of new schools of optometry. The school in 
the latter state would have admitted its first^-cj^s in 1975 tt the 
governor had not vetoed the appropriations foiblts operations. 

Consideration is also currently being given to the establishment of 
additional colleges o£ optometry in such areas as ipper New York State and 
Virginia. Furthermore, the Southern Regional Education Board has recently 
conpleted a study |VAiich recommends the creation o£ a minimum o£ two colleges 
in the South. 

\ 

COSTS OF EDUCATING A STUDENT OF OPTO^€TRY 

Table 1-3 identifies the 12 schools of optometry and lists individual 
annual student tuition and fees and currjent charges. These charges do not 
represent the actual costs of educating a student, which are, in most cases, 
much larger; The costs are met by income from tuition and fees, charges for 
clinical services, gifts, support from state treasuries and federal funding, 
and by incOTue from endowment vAiere such endowments exigt . 

Because of the considerable variation in practices of accounting among 
the different types of health education programs, and because of variations 
among col leges preparing the same type of health personnel, exact figures 
of educational costs are inpsssible to attain.' Despite these difficulties, 
the Institute of Medicine of the National Academy of Sciences undertook a 
study. Costs of Eduaation in the Health Profeseione, and reported its findings 
in early 1974. Table 1-4, taken from that report, indicates the estimated 
average annual costs of educating an optometric student in 1972-73 in 
comparison with other selected health professions including osteopathy and 
podiatry. 

Although optometric educators believe that the indicated average annual 
cost of $4,200 underestimates the actual expenses, it should be noted that 
these costs are approximately one- third of that shown for medical education. 
If one reflects that an ophthalmologist is a doctor of medicine who has not 
only completed a four-year medical school education but has, in addition, 
cojrpleted at least three years of residency in ophthalmology, one can gain 
some conception of the difference in costs to society of education between 
these two types of health practitioners. 




'requirements FOR PRACTICE OF OPTOMETRY 

There is only one requirement for the practice of optometry. The 
individual must be licensed by the state in which he or she wishes to 
practice. All states, including the six New England states, have such laws. 
The requirements generally include: graduation from high school or equivalent; 
graduation from an approved school of optometry; minimum age, usually 21; 
evidence of good moral character; payment of a regi^stration fee; and 
successful con^letion of a qualifying examination. 

Rhode Island, which has for a nuiiber of years required the completion 
of internships, has more recently revised its licensure law for optometry. 
It now pemits those optometrists who have successfully passed the phaniacology 
section of the National Board or the State Qualifying Examinations to administer 
diagnostic pharmaceutical agents. 

3a 
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TABLE I-tf 



AVER>ftGE ANNUAL EDUQI^TION COSTS PER STUDENT BY PROFESSION, 1972-73 
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^Washington, D.C.: National Academy of Sciences, January 1974. 
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Table 1-5 identifies the major characteristics of the licensure laws 
for optometry in the New England states. 

At present there is no specialty certification in optometry as there 
IS in medicine. However, as previously noted, there are fields of special 
interest that include environmental or industrial optometry, pediatric 
optometry, rehabilitative optometry, contact lens and low vision care. To 
practice in these fields one is not required to take special examinations 



OSTEOPATHY 

In this era of increased attention to the economic, political and 
social issues related to the delivery of health care, it is a conrnon practice 
. to overlook the fact that medical care and health* care are not alTays 
synonymous and that there is more than one profession of medicine. 

DEFINITIONS OF THE PROFESSIONS OF MEDICINE 

, Webater'a New \forld DioHomry defines medicine as "the science and ' 
art of diagnosing, treating, curing, and preventing disease, relieving pain, 
and improving and preserving health." This definition can be applied to 
all fonns of medicine, whether allopathy, homeopathy, or osteopathy. 
Therefore, further definitions are required. . 

Allopathio medioine is the predominant form of medicine practiced in 
the United States today. It is represented by the American Medical 
Association (AMA) and the National Medical Association (NMA), whose members • 
are doctors of medicine and hold the M.D. degree. 

Allopathy is the treatment of disease by remedies that 
produce effects different from or opposite to those produced 
by the disease; that^is, opposed to .homeopathy. 

Homeopathia medioine was developed in the early nineteenth century 
based on theories propounded by the Gennan physician, Samuel Hahnemann. 

Homeopathy is a system of medical treatment based on 
the theory that certain diseases can be cured by giving 
very small doses of drugs vrtiich in a healthy person and in 
large doses would produce symptoms like those of the disease. 

Homeopathy is no longer practiced to any extent, and the medical schools 
that were developed to teach this theory of medical practice have either 
been closed or converted to the teaching of allopathic medicine. 

• OaUopathia medioine, which was also developed in the nineteenth century, 
IS based on theories that are not opposed to but are siqiplementary to 
allopathic medicine. Osteopathy is widely practiced in the United States 
and several other countries; its colleges are increasing in number, and the 
number of practitioners has been expanding. 
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Osteopathy is a system of medical practice based on the 
theory that diseases, are due cl ■ : fly to a loss of structural 
integrity in the tissues and tliat this integrity can be 
restored by manipulation of the parts supported by the use _ 
of medicines, surgery, proper diet" and other therapy. 

An osteopathic 0iysician, known as a doctor of. osteopathy (D.O.), is 
taught to diagnose, prescribe remedies, and treat diseases of the human 
bo<v. In his education and in his method of treatment, he places emphasis 
on the relationship between the rausculdskeletal structure and organ function 
of the body. The use of manipulative therapy in diagnosis and treatment 
is an integral part of osteopathy. In most other respects,, the education 
for and the practice of allq)athic and osteopathic medicine are similar. 

On the other hand, chiropraatio is not generally identified as a form 
of medicine. The Oooupational Outlook Handbook oi the United States 
Department of Labor provides the following description: 

Chiropractic is a system of treatment based on the principle 
that a person's health is determined largely by the nervous 
system, and that interference with this system inpairs normal 
functions and lowers resistance to disease. Chiropractors 
treat patients primarily by manual manipulation of parts of 
the body, especially the spinal column. 

The practice of chiropractic relies on .water, light and heat therapy, 
and prescribed diet, exercise, and rest; it does not include the use of 
drugs and surgery. Chiropractic should not be confused with osteopathy, 
nor with chiropody or podiatry (described in the latter part of .this chapter) . 



' HISTORY OF OSTEOPATHIC MEDICINE 

• Compared to optometry, the history of osteopathy is relatively short 
and simple to report. A nineteenth century physician who had served in a 
medical capacity during the Civil War was stunulated by the conditions that 
he encountered to explore and develop an approacji to the treatment of disease 
and injury different from ihat which was" generally practiced at that time. 
Dissatisfied with the rather primitive and limited aimamentariun of drugs 
and surgical technique^ which relied on massive doses of potent di^gs and 
narcotics for almost every illness, Andrew Taylor Still began an extensive 
study of the muscular and skeletal systems. He approached various colleges 
and medical schools with his theories and was rebuffed them. Finally, 
he decided to establish a new medical school and did so in 1892 at Kirksville, 
Missouri, with an enrollment of 18 students. 

With the establishment of the Kirksville College of Osteopathic Medicine, 
the profession of osteopathy commenced. From that small beginning and over 
the opposition of other medical practitioners, the practice of osteopathy 
expanded to over 14,000 members licensed to practice in every state, 75 
percent of vrfiom are in general practice. 
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SCOPE OF OSTEOPATHIC PRACTICE 



The scope of practice o£ doctors o£ medicine and doctors of osteopathy 
are the same. They are each granted unlimited license to practice medicine. 
They conduct their practices in the same types of settings: offices, hospitals, 
clinics, and group practice. The difference between the two professions 
rests primarily in the emphasis originally and still placed by osteopathy 
on the following principles: (1) the human body is a unit and an integrated 
organism in which no part functions independently; (2) throu^ a complex 
system of internal checks and balances, the body tends to be self -regulating 
and self-healing in the face of stress and disease; and (3) adequate fimction — 
of all body organs and- systems depends on the integrating forces of the 
nervous and circulatory systems. 

The American Osteopathic Association has- further stated: 

The fundamental contribution of the osteopathic profession, 
based on the above principles, is the recbgnition that t^ie 
body's musculoskeletal system (bones, joints, connective __ 
- tissues, skeletal muscles, and tendons) plays an ijrportant 

role in the body's continuous effort to resist and overcome 

— illness and disease. 

The, basic principles of osteopathic practice were identified in a 
statement, Baeio Philosophy of Osteopathy and the Cont ribution of the 
Oateopathio Profeaaion, to Health Care^ issued by the Anerican Osteopathic ~ 
Association in 1963. The principles statei - 

1. that the human body is a unit in vtfiich structure and 
function are mutually and reciprocally interdependent; 



that the body, through, a conplex equildbrial system, 
tends to be self-regulatory and self-healing in the 
face of disease processes; 

that adeouate function of body systems depends upon 
the unimpeded flow of blood and nerve inpilses; 

that the musculoskeletal system comprises one of the 
several body systems, and that, its ii^wrtance far 
exceeds that of pr oviding fr amework and support; and 

that there are somatic components to. disease vtfiich 
are not only manifestations of the disease, but are 
important contributing and/or maintaining factors. 
These somatic con^wnents may be local or distant. 
Appropriate treatment of them has great Value. 
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JEDUCATI0^4AL REQUIREMENTS FOR THE DEGREE OF DOCTOR OF OSTEOPATHY 

Following a minimum of three years of undergraduate collegiate education," 
the undergraduate osteopathic medical education program is four years in 
length. Although the academic course requirements for admission to the 
colleges of osteopathy do vary somewhat, they generally specify basic -eottrses___ 
in English and physics, and basic and advanced courses in biology and chemistry. 
O In some cases, courses such as psychology may also be required. 



38 



17 



As in many other health professions, the competition for admission to 
the seven colleges of osteopathy has been increasing in recent years. (The 
eighth and ninth, located in Tulsa, Oklahoma, and Lewisburg, West Virginia, 
respectively, admitted their first classes in the fall of 1974.) For 
exain)le, in 1973 there were 884 new and special students admitted to study 
osteopathy from a total of 10,910 applications. (It should be noted, that 
many students filed applications to more than one college of osteopathy.) 
Selection of candidates was based on academic records, personal qualities 
and scores on the Medical College Admissions Tests. Approximately 80 percent 
of the admitted students had obtained baccalaureate degrees before matriculation 
and ten percent had advanced degrees. 

With the exception of the enphasis on the musculoskeletal structure of 
the body and manipulative therapy, the curricula of the colleges of osteopathic 
medicine and the colleges of allopathic medicine include the same fields of 
study: biochemistry, clinical and laboratory diagnosis, human anatomy, 
medicine, microbiology, obstetrics and gynecology, pathology, pediatrics, 
idiarmacology, physical diagnosis, physiology, preventive medicine, psychiatry, 
public health, radiology, and surgery, as well as medical ethics and legal 
medicine. Naturally, the colleges of osteopathic medicine also offer required 
courses in the history, basic theory and practice of osteopathy. 



OTHER EDUCATIONAL OFFERINGS 

As part of its educational program, each college of osteopathic medicine 
operates one or more outpatient clinics. In addition, six of the colleges 
operate one or mor? teaching hospitals, and all are affiliated with other 
osteopathic hospitals. 2. 

All graduates are required to Conplete an internship, usually a one -year 
rotating internship with primary ein)hasis on medicine, obstetrics -gynecology, 
and surgery. Following their internships about 50 percent of the graduates 
enter residency programs. In addition to the more than 60 osteopathic 
hospitals that provide internships and/or residencies, many hospitals, approved 
by the American Medical Association, are now offering similar appointments 
to graduates of osteopathic colleges . 

The undergraduate, internship, and residency educational programs have 
been in existence and have jbeen accepted procedure for some time. More 
recently, the profession of osteopathic medicine has inaugurated an extensive 
program in continuing education." In this, the, colleges ^ the specialty 
societies, the state associations, and the American Osteopathic Association 
are extensively involved, and all practicing osteopathic physicians are 
expected to participate. 

COLLEGES OF OSTEOPATHIC MEDICINE 

As previously noted,* there are seven fully operational colleges of 
osteopathic medicine in the United States, and two new colleges admitted 
their first classes in the fall of 1974. Table 1-6 identifies them and 
provides brief additional information. All are independent with the exception 
of the college at Michigan State University to which more extensive reference 
is made in Chapter V. 
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Members of the profession have been making studies and expiating the 
means of, creating additionar colleges of osteopathic medicine in other 
sections of the country. In Chapter VIII the inmediate past and current 
steps to establish a college. in New England are recounted. 

o 

REQUIREMENTS FOR PRACTICE OF OSTEOPATHIC ^€D1CINE 

To be eligible to practice osteopathic. medicine one must be licensed, 
in the state in whith one wishes to practice. The requirements for licensure 
generally include graduation from an approved college of osteopathic medicine, 
attainment of age 21, possession of good moral character, successful conpletion 
of state board examinations or those administered by the National Board of 
Examiners for Osteopatliic Physicians .and Surgeons, and, in some states, the 
cdnpletion of a one-year internship (see Table 1-7 for more details). 

Periodic relicensure is now required in almost all states, a dozen or 
more of which^ riandate participation in approved continuing education programs 
before the physician may be gf anted relicensure. Furthermore, continued 
men4)ership in the American Osteopathic Association is contingent upon 
enrollment in a minimun of continuing education offerings, as is membership 
in a growing nun4)er of state associat'ons. The national ispecialty boards 
are pursuing this same practice. 

Even though''the great majority of osteopathic physicians engages in 
general practice, the profession has developed a number of specialties in 
which a qualified individual may be certified.- TTiese include anesthesiology, 
dermatology, internal medicine, netirology -psychiatry, nuclear medicine, 
obstetrixrs-gynecology, ophthalmology- otprhinolaryngology, pathology, pediatri-cs, 
proctology, radiology, rehabilitative medicine, and surgery. 

To meet the requirements for accreditation by the CommittejB on Hospital 
Accreditation of the American Osteopathic Association, a hospital^ must, among 
other things, "have a professional staff composed of licensed osteopathic 
irfiysicians vdip, are members in good standing of their nati(»ial and' divisional 
associations,' and local associations where such exi§t.'* Since many of these 
associations now require participation in c(Mitinuing education for continued, 
menfcership, td have hospital privileges, physicians must continually pursue 
approved educational endeavors. 

For osteopathic physicians to stqpervise the training of interns and 
residents in hospitals that are approved for $uch training, the supervisors ^ 
must also be certified in their specialty. Most of these specialty societies^ 
now require continuing education for continued certification. 

Considering this rapidly developing? and spreading emphasis on continuing 
education in all of the professions, one may correctly assume that the schools 
and colleges offering education for the professions are not the only source 
of continuing education programs. On the other hand, ttiey.are the most 
iiipjrtant elements in the process. For this reason the need for professional 
'chcC'ls must be considered not merely for the undergraduate professional 
•SffiCiriou-tliat they provide but also for their leadership in continuing 
education. Continuing education is new receiving much attention because it 
is considered'to be a first step, toward the continued competence expected 
of professional practitioners. 5 
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\ PODIATRY ^ 

DEFINITIONS OF PROFESSIONS PROVIDING FOOT CARE 

Medical care of the hunan foot is provided primarily by two separate ' 
professions. One is podiatry^ or as itjwas formerly known - chiropody, 
and the other is the medical specialty of orthopedic surgery, 

Pqdiatry - The professicm of podiatry has described itself in the 
following terms: 

Pediatric medicine is that health service specifically 
concerned with the examination, diagnosis, treatment, prevention 
and care of conditions and functions of the hunan foot hy^ 
medical and surgical means. „ 

The podiatrist is granted a license to practice medicine on a limited 
basis in contrast to a doctor of medicine or a doctor of os^pathy vfco is 
granted an unlimited licaise to practice. In the case of the podiatrist the 
limitations are of two kinds, one that is coranon to all states and the other 
that varies amcmg the states . The conroon limitation specifies that the 
podiatrist is restricted to the lower extremities of the hunan body. The 
other type of limitation, as will be noted later in this chapter of the 
report, depends on the individual state licensure laws vfliich in some cases 
authorize surgery and other foims of treatment and in other causes, restrict 
the podiatrist from undertaking major surgery. 

Orthopedics - As indicated earlier, a doctor of medicine or a doctor 
-,of osteopathy is granted, in every state, an unlimited license to practice 
medicine without restriction as to the part of the body that may be, treated 
and without restriction as to the form of treatment, medication or surgery, 
* that may be performed. The doctor of medicine who gives special attention 
to the functions of bones and joints including those in the foot is the 
specialist in orthopedics. This specialization is defined by Webster's 
Tnird Intermtional Dictionary as follows: 

Orthopedics is that specialty in medical practice that is 
concerned with preventive and corrective treatment of bones, 
joints, and other parts of the body engaged in locomotion or 
movement. It deals with deformities that are present at birth 
and with those that occur as the result of injury or diseiose. 

As will be described in Chapter II, the relationship between the 
profession of podiatry and the medical specialty of orthopedic surgery has 
^ not always been harmonious. 

HISTORY OF PODIATRIC MEDICIfC 

It can be stated that the profession of pediatric medicine has reached 
its present status throt^ the efforts of its former and present inesnbers to 
improve their medical services by striving ahd raising themselves by t^ieir 
own bootstraps. Althoi«h there were learned gentlemen >*io wrote treatises 
in Euix)pean publications in the eighteenth and early nineteenth centuri,es 
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on the "cause of corns, warts, bunions, and other painful and offensive 
cutaneous excrescences," chiropody, or podiatry a's it is now identified, 
really had its genesis in the United States in the middle of the past 
century. , • *^ 

In a manner similar to the traveling medical quack who dispensed 
nostrums, itinerant "com doctors" visited mill towns and cities and hailed 
farmers in the countryside to -Sell" their techniques for the treatment of 
feet and the removal of corns, bunions, warts, and ingrown toenails. 
Competing with the com doctors for this business were barbers, masseurs 
and shoemakers in an uncontrolled occupation largely unattended by medicine, 
a profession which gave little attention in the nineteenth century to the 
importance of feet for the well-being of the patient. 

As time passed various individuals involved in treatment of the feet 
became aware of the need. to, have some control exercised over the practice 
of this vocation for the saxe of both the public and the more qualified 
practitioners. The first legislation to control the practice of chiropody 
was adopted by the New York State legislature in 1895. This legislation was 
supplanted in 1912 by another acf: that required licensure undpr the 
supervision of the State Board of Medical Examiners. New Jersey adopted a 
form of regulation in 1908, soon followed by Pennsylvania. During this 
period, a national association of chiropodists was organized which is known 
today as the American Podiatry Association. ' 

In any system of regulation and licensure of" a vocation or profession, 
attention is always given to the educational qualifications of the candidates. 
Podiatry is no exception. The history of the increased educational requirements 
for pediatric medicine parallels that of the other professions. 

Success for the com doctors depended largely on salesmanship and ballyhoo. 
The first chiropodists, who followed the earlier stage of com doctor, were 
required to undergo apprentice training. Later, chiropodists were expected 
to engage in some fomal training which initially required only that the 
individual have at least one year of high schooj and a one-year full-time 
course in chiropody. The courses were frequently offered in pr^oprietary 
schools. By the J920s, requirements had been raised to a high school diploma 
and a two-year full-time course in chiropody, by vtfiich time, independent 
institutions operated not-for-profit provided much of the education necessary 
for the future practitioners. 

The depression years of the 1930s and the war years of the 1940s adversely 
influenced *the development of the professiort. On the other hand, the increased 
enrollment in the colleges following World War U and the federal grants made 
available for education in the primary health professions in the 1960s 
stimulated the growth of podiatry, helped to strengthen its colleges and 
their educational requirements, and led to the improved quality o£ practice. 
The expanded scope of practice in podiatry reflects these factors. 

SCOPE OF POOIATRIC PRACTICE 

r As the population of the nation has increased, as the proportion of 
older persons has grown, and as greater recognition has been given to the 
need for health care, the importance of the profession of pediatric medicine 
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-has expanded. Podiatrists now ptovide preventive treatment, reconstructive 
services, medical treatment, and prophylactic treatment depending on the 
needs of the patients. Many types of medical and surgical treatments conparable 
to those provided by the 0xysician are performed by the podiatrist. Depending 
on the provisions of the individual state licensure laws, doctors of podiatric 
medicine may perform surgery under general or local anesthetics, or they may 
administer drugs, including narcotics, to patients. 

In the words of the Jourr^l of Podiatric Education: 

Podiatrists reconstruct deformed and painful joints of the 
feet, replace destroyed arthritic joints with prosthetic joint 
inplants, excise painful nerve tunors, perform plastic surgery 
on painful scars and graft bum cases involving the feet and 
legs.' In essence, the podiatrist provides, in a specialized 
fashion, those medical and surgical services appropriate to the 
maintenance of or the reconstruction for a normal functional 
human foot. 

* As with the optometrist, it is incuiT4)ent tpon the doctor of podiatric 
medicine to refer a patient to the appropriate doctor of medicine or doctor 
of osteopathy when he recognizes a condition, disease or other abnormality 
which he is not authorized to treat. To extend the services that a doctor 
of podiatric medicine ;iow normally provides and also to be prepared to 
identify foot related diseases and abnormalities such as cancer, diabetes, , 
heart diseases, or stroke, requires of the practitioner a professional 
education exceeding that available in the colleges of podiatry only a decade 
or two ago. For these reasons, podiatric professional education has been 
significantly improved, and postgraduate and continuing education has been t 
extended to serve better the health care needs of the public. # 



EDUCATIONAL REQUIREMENTS FOR THE DEGREE OF DOCTOR OF PODIATRIC ^€DICINE 

Podiatric medicine differs from osteopathic medicine in that a minimum 
of two years, instead of three years, of imdergraduate college work is 
required for admission to a podiatric college. In practice, however, 
V approximately 85 percent of the students who are now being admitted have 
obtained their baccalaureate degrees. For "admission to any of the five 
colleges of podiatric medicine (a sixth was established with the appointment 
of a dean and professors in 1975) , a student must have ccsnpleted college 
courses in biology, chanistry, and physics, plus other subjects, and 
must have passed the Colleges of Podiatry Admission Test. 

The course leading to the degree of Doctor of Podiatric Medicine (D.P.M.) 
is four years in length and includes both didactic and clinical instruction 
in such fields as anatomy, biochemistry, g^ral medicine, microbiology, 
orthopedics, pathology, pharmacology, physii>;iogy, podiatric medicine and 
surgery, and the medical specialties of anesthesiology, dermatology, 
neurology, and peripheral vascular disease. 

The courses in the podiatric medicjil colleges are taught by faculties 
conposed approximately as^ follows: doctors of podiatric medicine - 50 percent; 
doctors of medicine - 20 percent; men and women with doctoral degrees in the 
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basic sciences - 20 percent; and men and women with degreei in other health 
professions such as dentistry, nursing, or veterinary mediJbine - 10 percent. 
Tne clinical and didactic pediatric medical courses are taught almost 
exclusively by doctors of pediatric medicine who have experience in the 
appropriate pediatric specialty and .who have completed postgraduate training 
programs in specialty areas. 

OTHER EDUCATIONAL OFFERINGS 

THE Joxcmdt of PodiatHo Eduoation reports that "approximately 50 percent 
of all graduates from the five colleges of pediatric medicine continue their 
education by entering one and two-year postgraduate residency training programs," 
of which over 100 are available. '^These programs in most instances are identical 
in scope and contfent to inten^hip programs provided to graduates from schools 
^ of medicine." 

The podiatric resident in a first-year twelve-month residency program 
is usually rotated through varying hospital departments and/or services of 
medicine, surgery, orthopedics, general surgery, podiatric surgery, pathology, 
radiology, emergency room physical medicine, and rehabilitative and podiatric 
medicine. If the resident is enrolled for a second year, his or her time is 
usually concentrated in podiatric surgery. In some cases, these latter 
programs may lead to a degree of Master of Science, although such arrangements 
are, at present, not comnon in the field of podiatry. 

Since internship programs in podiatry- have been available for only a 
relatively few years, it is fair to state that most practicing podiatriS;,ts 
did not have opportunities for this type of additional, more intensive 
broader clinical training. For this reasfbn continuing education is as 
important to the profession of podiatry as it is to the many other professions 
that are now stressing the need to maintain professional coiH)et«nce and to 
increase skills and professional knowledge. In recognition of this need the 
colleges of podiatric medicine are jointly sponsoring programs of continuing 
education with the local, state and national podiatry, associations. In view 
of these factors those podiatrists vtfio live and practice in a region in 
vAiich a podiatric college is situated enjoy a marked advantage. 

COLLEGES OF PODIATRIC MEDICINE " ' 

As has previovisly been stated, there are five colleges of podiatric 
medicine, viiich are all independent institutions. A sixth has been established 
as a part- of a university academic health center but has not yet matriculated 
its first class. This college is described more fully iji Chapter V. 

^ Table 1-8 provides a list of the colleges, their locations and. selected 
information about each. It may be observed that no college of podiatric 
medicine is located in New England. . In previous years several did exist 
for short periods of time; these will be identified in Chapter VIII. 
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REQUIREMENTS FOR PRACTICE OF PODIATRIC MEDICINE 

TTie basic requirement for eligibility to practice pediatric medicine is 
licensure by the state in which one wishes to practice. As with the professions 
. previously described, requii:ements generally include qualificatioas of miniraun 
age, good moral character, -graduation from an approved college of pediatric 
medicine, and satisfactory cOTipletion of state or national board examinations. 
Several states, of which Rhode Island is one, stipulate completion of an 
internship as an additional requirement Csee Table, I -ft). 

Since most doctors of pediatric medicine have conducted their practice 
from an office, they have, until more recently, been little affected by the 
additional requirements that are often associated with hospital privileges 
and practice in hospitals.. However, in recent years, conditions for the 
practice of podiatry have been changing rapidly, including .the availability 
of privileges at many hospitals. 

The standards issued in December 1970 by the Joint Cornnissioa^Jn 
Accreditation of Hospitals included the following provision: "The governing ' * 
body of the hospital, after considering the recommendations of the medical / 
staff, may grant clinical privileges to qualified, licensed podiatrists iti' 
accordance with their training, experience and demonstrated coimetence ana 
judgement." = . 

: ' ' ■ / 

One of the ways by v*iich qualified health practitioners are further 
identified is through recognition by specialty boards in the particular 
areas in v*iich the individual is especially qualified. A;c present, there 
are several fields of pediatric practice in which national specialty 
organizations have been created and affiliated with the American Podiatry 
Association (APA) . These are all limited to concern with the foot and 
include dermatology, orthopedics, radiology, and surgery. None has actually 
launched certification procedures to give formal recognition to those'' who 
have proven competence in the specialty fields, but the APA and its affiliated 
organizations are seriously considering the adoption and introductitm of such 
form of recognition and the, requirements by vAiich qualified practitioners 
may be granted board certification. . 

As previously stated, all vibrant professions are continually undergoing 
change and development. Such is obviously the situation with optometry, 
osteopathy and podiatry. 
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CHAPTER II 
INTER-PROFESSIONAL RELATIONSHIPS 



other 



! quality of health care provided to the public is affected, among 
-j^ctors, by the extent of confidence, cooperation, and respect for 
each otNer that prevails among the health professions. In the case of the 

J pilPfessions that are the focus of this study - optometry, osteopathy ' 
and podiktry - there has developed a codperative and understanding 
relation^ip among them at the national level. At the local level the 
xndiyidua^ practitioners of optometry and podiatry, for example, have had 
little reason for association On a professional basis. TTieir anatomical 
areas of interest are at the opposite ends of the body. They have had 

o ^1^^^°^ t° cooperate, or on the other hand, to vie with each other 
for acceptance and, recognition in contrast , b optometry, osteopathy and 
podiatry in their respective relationships with medicine. 

In the past, the American Medical Association f/m) has emoloved varimiQ 
tactics to hinder or prevent the development of thes^iSiree hSTtlT 
professions, (^position has been exercised in various ways to prevent 
passage of state licensure bills, comnissioning of members of these 
professions inF the amed services, payments to them under Medicare and 
Medicaid programs, acceptance by physicians of teaching positions in their 
s^rate schools or colleges, inclusion of their schools in universities 
-3^! ?'IL°^*P^y^^"*^.'^^^ practitioners in the care of patients. 

SS^iiT'^Ji S'J'iT ^ ^spitals,. the Veterans AdministJation, ' 
and the U.S. Public Health Service. 

K ^ ?® ^^^^ opposition on the part of organized medicine has 

been to protect ^he public from what medicine' considered inadeqiatSly , 
educated and trained practitioners. TTie equally important basis, that of ^ 
economic competition, has seldom been mentioned in public statements. 

society and for the future provision of adequate 
health care to a larger proportion of the public, the relationsSos 
between medicine, on the one hand, and the%arate professions of 
c^omefry, osteopathy and podiatry, on the othpr hand, h?ve been appreciably 

AS^n^ti^'t:' itms o; earlier oppositJSn on the of ^ 

tne AMA noted above are no longer officially opposed. Dialogue and 
discussions on a national level and in many states and localities are 
being conducted by representatives of these three separate professions 

coJsisS^r:S™ii^'^°^-Jt" """^^^^ profession, althSgh to^Sie S S 
consistent manner and with uneven results. 

c«nc«^? '^^^^^ improving relationships include a lessened 

™«k! J f competitipn; improving education and tra-ning for 
members of the professions of optometry, osteopathy and podiatry; 
iJS'Sf?-"^ importance of governmental regulations in the>reparation for 
S^he^'M^^^^^^^^ - specializaJiot esp^ially 
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This last factor has in turn somewhat shifted the locus pf strains 
among the professions so that it is no 'longer organized inedicn.ne as such ~ 
that endeavors to restrict the development of the three other professions. 
Rather, it is primarily the medical specialists in ophthalmology who are 
concerned with and in many ways oppose the optometrists, and in similar 
ways it is the medical specialists in orthopedic surgery who oppose the 
podiatrists. Since a very high and growing "percentage of doctors of 
medicine are now specialists, they are collectively less concerned, it 
would appear, with the doctors of osteopathy vAio include few specialists 
and vdio are generally engaged in practice in less populated areas and 
locations to vAiich the medical specialists are not attracted. 

« 

From what has been written it may be inferred that, with time, 
jjrganized ihedicine is flexible and is prepared to alter its policies. 
This it has (ione with respect to -theyse three professions. However, in so 
doi^g, the ANA faces the conflicting posifiOT of ameliorating its 
relationships with the other professions and at the same time of satisfying-^ 
the desires of its medical specialties of ophthalmology and orthopedic 
surgery, which, as other specialties, have their town independent national 
and state organizations. 

Although resolution of the issues among these dynamic professions 
, will never be easy or complete, nevertheless rapid accomnodations have 

been initiated and some improvements in relationships have been acconplished 
in recent years. Furthermore, the public is now much more concerned with 
and directly involved in planning for the delivery of health care, and it 
will insist on full utilization of trained -personnel in all oF the accepted 
and recognized health professions. 

OPTOMETRY - OPHTHALMOLOGY 

Tlie issues of primary conflict between optomjBtrists and ophthalmologists 
have included - 

1. the concern of ophthalmologists with the ability and co!!?)etence 

of optometrists to detect pathological conditions, and their ^ 
' willingness to refer patients with disease to ophthalmologists; 

2. the concern of ophthalmologists with the possible extension 
of optometrists' practice into medical areas, a concern vtfiich 
has been manifested in their opposition to the use of diagnostic 
pharmaceutical agents on the part of optometrists; 

3. the concern of optometrists with enqployment of assistants by 
t ophthalmologists to perform functions that the optometrists 

consider to be their field of practice and for vAiich they are 

especially trained? \ ' 

It ^ . 

. 4 . the concern of optometrists with the reluctance of ophthalmologists 
to recognize and accept optometry as a profession, not of 
equal education and training, but of equal stature; and 

5. the concern of both Ophthalmologists and optomettists with , 
their respective cc»ipetitive economic positions. 
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These issues are fortunately now being discussed by representatives of 
the two professions at the national, state, and local levels. To assist in' 
furthering these discussions, the American (^tometric Association issued a 
publication in 1972 entitled. Guidelines for Implying Relatiora Betueen 
Optometry and Ophthalmology. The following statement was included in this 
constructive docuinent: 

The two professions of ophthalmology and optometry are 
unique in their areas of specialized training but symbiotic 
in their relationships of delivering vision care to the public. 

The optometrist receives the highest level of training 
available in the world ih the areas of physiological optics, 
ophthalmic optics, and the various examination procedures 
necessary for prescribing ophthalmic lenses, contact lenses, 
low vision aids, and various aspects of orthoptics. He > . * 

also receives a basic fundamental training in recognition 
' and detection of ocular disease » 

The ophthalmologist receives the highest level of 
training available in the world in areas of ocular surgery, 
ocular disease and trauma, and treatment of ocular problems 
with medication. He also receives seme basic training in 
physiological optics, ophthalmi,c optics, aiul refractive 
procedures . 

Working together as unique, indepei^dent, but cooperatijig 
professions, ophthalmology and optcHnetry provide the highest 
"'possible level of quality vision care. The rapid, unbiased 
referral of both fimctional and organic vision disorders to 
the most capable specialist .depends on the state of optometry- 
ophthalmology relationships, as does the employment of every 
optometrist and ophthalmologist at his highest level of • 
training; the consequent most efficient use of Vision care 
manpower to 3erve the American public; and the benefit of 
cross-professional learning, vAether in functional vision 
or pathology. H 

The disciplines are not the same, as that would connote 
equivalent training. The training is different, the training 
emphasis is different, and the speciali?ed skills are 
different. The disciplines are, and should be, independent 
' professions within the health care complex. ^ 

In addition to direct discussions between representatives of optometry 
and of ophthalmology, other groups have initiated consideration of issues 
that involve the two disciplines. Among these groups is the Association 
of Academic Health Centers lAich is developing a statement tlat would: 
identify both optometry and ophthalmology as primary entry points into the 
fields of eye and vision care; declare that each should exist as an independent 
and cooperative health care profession; and declare that the optimal 
educational environiient fdr schools of optometry is within an academic health 
center. Among the reasons for this last point is that the presence of 
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'schools of optometry isv^centers with schools of medicine is considered likely 
to aid in the development^ and inculcation of behavior patterns of future 
practitioners \Addh vdll increase understanding and cooperation among 
ophthajlmologists and optometrists. AIsq.^ some individuails hope that the 
creation of the National Eye Institute of the National Institutes of Health 
will indirectly encourage cooperation between these two professions. 



OSTEOPATHIC MEDICINE - A|-LOPATHIC MEDICINE 

Okie of the problems that exists in the' profession of medicine relates 
to the fact that the distinction between the doctor of allopathic medicine 
(M.D.) - or» as some identify it» human or scientific medicine - and the 
doctor of osteopathic medicine (D.O.X has been narrowed so that at tlAd present 
time there is actually little difference between than. Ihe disparity in 
the quality of education and training that may have existed in previous 
years apparently has diminished to relative unimportimcey and tm education 
now provided for and required of each type of pl^sician is similar. 
Furthennore» although the percentage of specialists among M.D.'s and D.O. *s 
is in marked contrast , their general methods of practice follow similir^ 
patterns.^ 

These and other economic and political factors have led to a change 
in policy on the part of the AMA from that of hostility and an attempt at 
suppression tp.one of acceptance. Acceptance has been followed by 
implementation of cooperative developments based on hesitant and still 
somei^t suspicious un4ei'standing on the part of each grwp. 

A mniber of accredited hospitals are now appointing osteopathic 
physicians to their medical staffs. Osteopathic physicians are eligible 
' for active membership in county and state medical societies » as well as 
for membership in the American Medical Association itself. Some of the 
American boards for medical specialties are accepting **for examination for 
certification those osteopaths who have completed AMA-approved internships 
and residency programs and have met other^ regular^ requirements ai^licable 
to aU Board candidates.** And, since 1969» any qualified graduate of a 
school of osteopathy has been eligible to be appointed to a hospital 
internship approved by the AMA. 

Althougli gratified by the AMA*s fbimal recognition of the competenpe 
of osteopathic physicians » the profession of osteopathic medicine nas been 
wary of acceding too readily to these overtures by allopathic madicine. 
There is a ba3ic point of difference between the two national organizations. 
The Aiqegrican Medical Association appears to be acting on the assiinption 
that eventually there should be only one profession of medicine » and the 
American OSteq>athic Association reacts on the conviction that there is a 
place for both organizations and that the public will gain being provided 
a choice between two medical professions * one that ha$r gope the route of 
specialization and the other that has continued to emphasize general 
practice with enqphasis on the role of the i;ieurcmusculoskeletal system iuid 
that gives special attention to providing health care in rural and le^i\ 
populated regions of the country. ^ 
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A reconciliation of these two points of view will not be easy, but 
--alcj-east representatives of osteopathic medicine and allopathic medicine 
are ^talking to each other* Whatever develops in the future, the public 
will exert more influence in the decisions than would have been the case 
in the past. 



PODIATRIC MEDICINE - OfTHOPEDIC SURGERY 

In a manner similar to its change in^licies towards optometry and 
osteopathy, organized medicine has altered its attitude toward podiatry 
to one of acceptance and recognition. Podiatry is now officially recognized 
by the American Medical Association as a scientifically based allied health 
profession that conducts its practice in a specifically limits anatomical ' 
area. 

^ This formal acceptance by the fi^ apparently has not, however, fully 
satisfied many pf the medical specialists in orthopedic surgery who continue" 
to question the conq)etence of podiatrists and who without publicly so stating 
object to their eco^nomic competition. For their part, the podiatrists look 
on orthopedic surgeon? with suspicion and skepticism particularly irfien the 
latter without prior consultation propose, a§ they did in 1974, that studies 
be made of the schools of podiatry by non-podiatrists. 

In 1960, a thorough analysis of the education and training provided 
^ - to pediatric students w^s initiated and sponsored by the American Podiatry 
Association and conducted by non-podiatrists. Many weaknesses in the 
educational programs of the schools of pediatric medicine were identified 
and corresponding suggestions for improvement were presented publicly in 
the final report. In the 15 years that- liave elapsed since the completion 
of that study, the colleges have been strengthened appreciably, new 
buildings and equipment J;ave been acquired by all colleges, the quality of ^ 
both faculty and students has been improved, and the number of applicants / 
for the limited number of places has multiplied. 

The formal ''discussions that have taken place intetmittently between / 
representatives of the medical profession and the podiatric profession / 
are again being resumed at the national level. Similar dialogue is needed' 
at the state and local levels so that better understanding will result 
between the tw© groups including, especially, the orthopedic specialists. ' 
Such dialogues will not be*conducted Without strains, but they will in time • 
^^---le^ to improved cooperation in practice and further improvement in' the 
delivery of good foot health care to the American public. 



OBSERVATIONS REGARDING INTER-PROFESSIONAL RELATIONSHIPS 

During the course of this project, it has become obvious that precision 
of good health care would be enhanced if the following principles were 
accepted and pursued equally by the health professions. 

1. The professions of optometry, osteopathy and podiatry, >;as well 
as the profession of medicine with its specialties of 
ophthalmology and orthopedic surgery, are legally licensed ^ 



and recognized professions, and each contributes to the 
welfare of society by performing its services in its 
identified manner of practice. 

If the professions would develop greater understanding 
and sympathy for the contributions that each of the other 
professions can and do provide in the delivery of good 
health care, ^they could more effectively cooperate for 
the greater benefit tq the general public. Furthermore, 

with the participation and assistance of conq)etent , 

persons who are not members qfjgiyLjrf thegfr ^nrofesSions , 

" 'repnresenfatiVel'orfRe pfoTession? could at regular 
periodic intervals jointly review their respective areas 

-of practice to the end that their professional services, 
would complement each other and only incidentally 
conflict with each other. 
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CHAPTER III 



OPTOMETRIC, OSTEOPATHIC AND PODIATRIC MANPOWER IN NEW ENGLAND 



!)e<;pite numerous and A^aried atteinpts tc aefine demand for health care 
services, no widely accepted method of actually defining such danand has 
been devised and adopted. Economists, sociologists, health care 
administrators and planners all advocate various approaches. However, no 
matter what approach is pursued, the variables are so numerous that a 
conclusive result is not attainable. 

The question of demand for eye care alone raises issues about the 
extent of services provided by optcmietrists, as well as by ophthalmologists, 
opticians, and their paraprofession^l assistants. In addition, some 
licensed physicians who do not specialize in eye care do administer eye 
examinations or provide some other forms of eye car^ services, to an extent 
that is 110 1 known. 

Less conplicated but similar factors prevail \A\en one attenpts to 
estimate the demand in New England for care b^v^llopathic physicians and by 
osteopathic physicians, or t^ie demand for. care by doctors* of podia trie 
medicine and physicians \rfio specialize in orthopedic surgery, as wpll as 
the demand met by the general practitioner irfio provides,' incidentally, some 
care for the foot. 

1 Onfortunately, no adequate study for the purposes of this project is 
aviailable that predicts the future demand of health care services in New 
England for optometrists, osteopathic physicians br podiatrists. 
Consequently, it is necessary to rely on the distribution of manpower 
personnel as publicly i^eported, to relate it to the present and projected 
population of each of the New England states, and to anticipate that there^ 
mil probably be an increase in demand following the expected adoption 
and iriplementation of a program of national health insurance. 

The following analyses of optometry, osteopathy and podiatry, each 
supported by charts and tables, demonstrate that the manpower for each of 
these three professions in the New England region is rapidly approaching 
,5jietirement age. In fact, the average age of the practitioners ii; each of 
the professions is such that at present the younger persons entering the 
professions are not doing so at a rate sufficient to replace the older men 
and women who are leaving or who soon will be withdrawing from practice 
and the labor force in larger numbers. 



The source of the following data on opto^tric manpower is the 
preliminary findings of the Optometric Manpower Resources Project (OMR?), 
a survey undertaken late in 1972 and in 1973 throughout the United States 
by the International Association of Boards of Examiners in Optometry and 
the Health Resources Administration of the U.S. Department, of Health, 
Education and Welfare. The survey was conducted during the reregistration of 
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optometrists with their state licensing boards, and will be referred to in 
this report as the CMIP survey. Briefly, the preliminary surveys data reveal 
the following characteristics of the New Bigland optometric manpower 
situation: 

1. In 1973 there were 1,308 active optometrists in New England 
serving an estimated population of 12,151,000. The ratio of 
population per active optometrist was 9,290 to 1 in New England, 
compared to the overall United States Iratio of 11,890 to 1. In 
New England, the ratio of population per M.D.- ophthalmologist, not 
federally employed, was 18,750 to 1 in 1973. 

2. Tliree countiesf in New England were not reported as having an 
oj^panstric practice. 

3. Fewer than two percent of the active optometrists in New England 
in 1973 were won«n. ^ 

4. Nearly three-quarters of New England's active optometrists were 
solo practitiqperi. 

5. The median age (tie point at i*ich exactly 50 percent are older) 
of the active optometrists in New England in 1973 was 48.8 years, 
compared to the median age of 47.4 .years for the active 
Optometrists in the entire United States. 

6. IXiring the next 15 years, a substantial proportion of New 
England's currently active optometrists can be expected to 
withdraw fn»n practice as a r6sult of retiremait or "death, while 
the region's population will continue to increase. Only a 
continuous input of new optometric graduates into the region will' 
offset the loss of optometric services caused by the anticipated 
attrition. 

The preliminary findings of the CMRP survey have been separately 
published for each state and for the District of Colunbia. The overall 
survey response rate for the preliminary findings is approximately 92 - 
percent; th^ lowest response rate for a state is 73 percCTt and the highest 
is 100 percent. The response rate for New England is slightly higher than 
92 percent. The national total number of joptometrists reported in the 
following tables will thus be slightly less than totals that have been 
reported in other studies, because the preliminary data available at the 
time of this writing were not adjusted for the non- response rate. Ii|owever, 
most of the figures discussed in this report aire used for con|>arisons and 
for determining proportions; the non-response rate, vtfiidi should.be 
considered a" constant throughout the d^ta, will Ij^jwr little or no effect 
upon this use of the data. 

of the statistics t^sis^ in this section refer to "active 
optometrists" defined by the Cfi^ as those currently in 'patient care 
(optometric practice), teaching, research, and administration. This 
classification is distinguished from the survey category "total optometrists" 
in that "active optometrists" does not include those holders of the O.D. 
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degree \iho are retired, unemployed or active\iii an altogether different 
field. Moreover, since each of the areas of activity included in the 
definition of active optometrists ha^ an influeWe ipon the delivery of 
vision care, and since theSe areas are not mutually exclusive (an 
optometrist yiho teaches may also provide some patient care) , it is thought 
that "active optometrists*' most accurately reflects the status and inpact of 

maiqpoMer in the optometric profession. 

MANPOWER DATA FOR OPTOMETRY " 

Ihe available statistics indicate that in New England as a ^ole the 
ratios of population per practitioner for optometry and ophthalmology are 
lower than the corresponding national ratio for each profession, although 
four, individual New England states have higher population per ophthalmologist 
ratios than the national overall ratio. Fewer tiian two percent of New ^ 
England's optometrists are female. The number of female ophthalmologists in 
New England is not available, but in 1968 the national proportion of female 
ophthalmologists was 2.7 percent. 

Table III-l shows the estimated' populations of the New England states 
and' the United States, the, nunbers of active optometrists accordiiig to the 
CHRP survey, and the nunbers of ophthalmologists as reported in the American 
Medical Association (AMA) publication, DiatribuHon of Fhy$ioianB in the 
United Statee, 1973. The ratios of population per practitioner are provided 
for purposes of conparisons between the states and the Uiited States total . 
within each profession; this presentation is not intended to make a 
ccnparisoii of optometry and the medical specialty of c^thalmolpgy. The use 
of sinqple ratios of practitioner per population as a measure of manpower 
needs is necessarily limited because not one but a mniber of different 
factors deteimine the adequacy of the availability of health care in any 
given geographical area. 

In the case of cytometry, the overall ratio of population per active 
practitioner in the United States is 11,890 to 1. All of the New England 
states, except Connecticut, have a ratio that is better (i.e., lower) than 
the Ihiited States ratio, although the New Hanpshire ratio may not be 
significantly different from that of the Uhlted States. Previous studies 
have also shown most of the New England states' ratios to be better .than the 
United States average ratio and none to be in th^ worst quartile of a ratio rank- 
order. The New England population per optometrist ratio of 9,290 to 1 is 
substantially lower than the United States ratio. 

The ratio of population per ophthalmologist in the New England region 
is also better (lower) than the overall United States ratio, but this is 
primarily because of the high nuniber of qdithalmologists in Massachusetts. 
Over half of the ophthalmologists in New England are located in this one 
state, and thq. rktio of population per ophthalmologist in Massachusetts is 
one of the lowest in the country. However, four Ifew England states have 
ratios higher than the overall Uhit^ States ratio. 

It should be enphasized that the ophthalmologists reported in table 
m-l represent all non-federally cnployed M.D.'s whose specialty is the 
delivery of vision care. As described in Chapter I, SMch a specialist may 
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be a board-certified ophthalmologist, a non-board- certified ophthaLnologist, 
or a physician foimerly classified as an eye, ear, nose and throat CEENT) 
specialist who now practices more ophthalmology than otolaryngology. The 
elimination of the specialty category of E0fr and the decision of many of 
the former EEhfT specialists to be classified as ophthalmologists', resulted 
in an artificial and occasionally misleading increase in the national total 
nunber of "ophthalmologists'' within the past 20 years. 

A report on 1968 ophthalmologic ma]^)ower, issued in Decanber 1972, by 
the Public Health Service, USEHEW, noted, that of the national total of 8,434 
M.D. ophthalmologists, 41 percent (3,482) were not board- certified; the 
proportion of non-board-certified ophthalmologists in New Bigland that year 
was also 41 percent. The national median age of the non-board-certified 
ophthalmologists was 53.9 years', which is significantly higher than the 
median age of 49.6 years for board-pertified ophthalmologists. The age 
difference may be a result of the nunber of older ophthalmologists who were 
originally called EEOT specialists and \Ax> ire not board-certified 
ophthalmologists. 

As shown in Table III-2, only 2.-1 percent of the active optometrists 
in the United States are women, and the New England percentage is slightly 
below that at 1.8 percent. An examination of data by sex and age does not 
indicate that there are more younger female optometrists than older, vtfiich 
would steem to preclude any significant increase in the percentage in t)ie 
near future. It is possible that women with the O.D. degree enter ar.'^ 
leave active practice at various times in their careers due to family 
demands. Such k situation might cause fluctuations in the percent of 
female practitioners in the middle age groups. 

Although ratios of population per practitioner do not conpletely 
measure health manpower, 'a conqparison of the New England region to the 
United States reveals that New England is at present relatively well 
si4)plied with health professionals who provide eye care/ However, as will 
be discussed later, the supply may be adversely affected by an accelerated 
withdrawal from practice that is implied in the current age distribution of 
practitioners of optometry. 

\ . ' ■ 
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GEOGRAPHICAL DISTRIBUTION OF PRACTITIONERS 

Tables III-3a through III-3f list the number of ^tive optometrists in 
each New England state according to the county in vihich their priinary 
practice is located. There are only three counties in New England i^ich 
were ndt listed as a primary practice location: Nantucket, Massachusetts, 
and Essex and Grand Isle in Vermont. 

Counties with larger populations or larger population centers tend to 
' have more optoi|ietrists. Ratios of population per practitioner range from 
24,000 per optometrist in Caledonia County, Vexmont, to 5,000 optometrist 
in Suffolk County, Massachusetts, which includes the city of /Boston. 

As in Table II I- 1, the population per optcmietrist ratios are provided 
for the purpose of coinparing counties within a state or among states. The 
ratios, based iqpon population eatimatee for 1973 and on the preliminary . 
results of the CMRP survey conducted in 1972*19739 are approximate and have 
been rounded to th6 nearest hundred. 

As a measure of manpower, county ratios are not necessarily more 
accurate or more valid than an overall state ratio. Access to an 
optometrist is independent of county or state boundaries and is affected by 
such factors as distance, topography, transportation, travel time and 
appointment availability. A county vivich could appear to have too few 
optometrists may have sufficient access to optometric care if some of the 
conditions listed above are favorable, and vice versa. The difficultly of 
measuring the adequacy of health manpower have not yet been overcome even on 
the county level. 
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TABLE III-3a ' 
DISTRIBUTION OF ACTIVE OPTOMETRISTS IN CONNECTICUT 



County 

Fairfield 
Hartford 
Litchfield 
Middlesex 
New Haven 
New London 
Tolland 
Windham 
Not Reported 

Total 



Estimated 
Population 
1973 

787,800 
824,200^ 
146,900 
121,000 
756,800 
239,800 
110,900 
88,30C 



3,076,0^)0 



Activer 
Optometrists 
1973 

54 
65 
• 13 
9 

73 
20 

5 
10 

2 

2S1 



Population 
Per 

Practitioner 

14,600 . 
12,700 
11,300 
13,400 
10,400 
12,000 
22,200 
8,800 



12,250 



• •■ • . \ 

Sources: Current Population Reports, Series P-26, No. 79, "Federal -State - 
cooperative Program for Population Estimates : ' Estijnates of the 
. Population of Connecticut Counties: July 1, 1972 and 1973," U.S. 
Departmient of COnmerce, Bureau of the Census (Wstshi^ton: 
Government Printing Office, August 1974). 

Cptometric Maiqxjwer Resources Proj'ect, Bureau of Health Maipower, 
Health Resources Administration, USEHEW, preliminary d^ta 
published 1974. 



ERIC 



64 



TABLE III-3b 
DISTRIBUTION OF ACTIVE OPTO^€TftISTS IN MAINE ^ 



I 





CStUnaLeU 




Ponulation 








Per 


County 


1973 


1973 


Pr'- .itioner 


AndrcFscoffcin 


93,300 


9 


10,400 


Aroostook 


94,800 


16 


5,900 


Cunberlaiul 


197,200 


23 


8,600 


Franklin 


23,600 


1 


23,600 


Hancock 


37,000 


5 


7,400 


Kennebec 


98,300 


9 


• - 10,900 


Knox 


31,100 


S 


6,200 


Lincoln 


21,600 


2 


10,800 


Oxford 


44,900 ^ 


5 


9,000 


Penobscot 


129,600 


15 


8,600 ' 


Piscataquis 


16,400 


1 


16,400 


Sagadahoc 


24,900 


3 


8,300 


Somerset 


41,500 


3 


13,800 


Waldo 


25,500 


2 


12,700 


Washington 


31,200 


4 


7,800 


York 


117,600 


11 


10.700 


Total 


1,028,000 


114 


"~ 9,020 



Sources: OAxrtnt PopulaHon Reports, Series P-26, No. 59, ' Federal -State 
Cooperative Program for Population Estijnates: , Estimates of the 
Population of Maine Counties: July 1, 1972 and 1973," U.S. 
D^rtment of Caimerce, Bureau of the Census (Washington: 
Goverment Printing Office, March 1974). 

Optcmetric Manpower Resources Project, Bureau of Health Manpower, 
Health Resources Administration, VSWBH, preliminary data 
published 1974. 
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TABLE III-3C 

DISTRIBUTION OF ACTIVE OPTONETRISTS IN MASSACHUSETTS 



County 

Barnstable 

Berkshire 

Bristol 

Dukes' 

Essex 

Franklin 

Hampden 

Hain^shire 

Middlesex 

Nantucket 

Norfolk 

Plymouth 

Suffolk 

Worcester 

Total 



Estijnate(^ 
Population 
1973 

109,000 
148,900 
461,300 

6,900 
647,400 
60,900 
461,000 
134,300 
1,421,800 

4,200 
B14,300 
364,700 
734,700 
648,900 

5,818,000 



Active 
Optometrists 
1973. 

15 
23 
51 ' 

1 
82 

6 

44 
12 
164 

0 

63 ' 
36 
148 
66 

711 



Population 

Pfflf" 
Practitioner 

^ 77300" 

6,500 

9,000 

6,900 
. 7,900 
10,100 
10,500 
11,200 ' 

8,700 

9,700 
10,100 
5,000 
9.800 

^,180 



Sources: Current Population Reports, Series P-26, No. 91, 'Tederal- State 
Cooperative Program for Population Estimates: Estimates of the 
Population of Massachusetts Counties and Metropolitan Areas : 
, July 1, 1972 and 1973," U.S. Department of Comnerce, Bureau of 
the Census (Washington: Government Printing Office, October 1974) 

Optometric Manpower Resources Project, Bureau of Health Manpower, 
Health Resources AMinistration, USEHBV, preliminary data 
published 1974. 



TABLE IM-3d f 
DISTRIBUTION OF ACTIVE OPTOMETRISTS IN I^W HAMPSHIRE 





Estimated 


Active 


Population 




Population 


Optometrists 


Per 


County 


197-3 


1973 


Practitioner 


Belknap 


34,800 


3 


11,600 


Carroll 


20,800 


1 


20,800 


Cheshire 


55,300 


3 


18,400 


Coos 


34,000 . 


3 


11,300 


Grafton 


57,900 


7 • 


8,300 • 


Hillsborough 


^ 237,700 


22 


10,800 


Merrimack 


87^400 


7 


12,500 


Rockingham 


153,700 , 


12 


. • 12,800 


Strafford 


77,200" 


5 


15,400 


Sullivan 


. 31,900 


,_6 


'5.300 


Total 


> 791,000 


69 


11,460, 



Sources: Cuxvent Population Reports, Series P-26, No. 52, "Federal -State 
Cooperative Program for. Population. Estimates : Estimates of %h.e 
Population of New Hanpshire Counties and Metropolitan Areas: 
July 1, 1972 and 1973," U.S. Department of Comnerce, Burisau of 
the Census (Washington: Goverranent Printing Office, January 1974) 

Optometric Manpower Resources Project, Bureau of HealtJir^laj^ower, 
Health Resources Administration, USDHEW, preliminary data 
published 1974. ' 
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TABLE III-3e 

DISTRIBUTIG.M OF ACTIVE OPTOMETRISTS IN RHODE ISLAND 



Bristol 
"Kent 
Newport 
Providence 
Washington 

Total 



Estimated 
Population 
1973 

46,100 
.148,700 

99,700 
586,300 

92.200 

973,000 



Active 
Optometrists 
1973 

4 " 
15 
8 

83 
10 

120 



Population 

Per 
Practitioner 

* 11,500 

9,900 
' 12,500. • 
, 7,100 

9,260 • 

8,110 



• a 



Sources: 



Current Population Reports, Series P-26, No. 65, ."Federal -State 
Cooperative Program for Population Estimates t Estimates of the 
Population of Rhode Island Counties and Metropolitan Areas: 
July 1, 1972 and 1973," U.S. Department of Comnerce, Bureau of 
the Census (TVa.shington: Government Printing Office, April 1974). 

(^tometric Manpower Resources Project, Bureau of Health Manpower, 
Health Resources Administration, USDHEW, preliminary data 
published 1974. 
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TABLE III-3f 
DISTRIBUTION OF ACTIVE OPTOMETRISTS IN VERMONT 



^ 1. 





* Estimated 


Active 


Population 




Ponulat ion 


Ootometrists 


Per 


County 


1973 . 


1973 


Practitioner 


Addison 


24,800 


3 


8,300 


Bennington 


28,800 


3 


9,600 


Caledonia 


24,000 


. 1 


24,000 


Chittenden 


105,700 


7 


15,100 


Essex- 


5,700 


0 




— FFanklin 


32,700 


4 


8,200 


Grand Isle 


" 3,900 


0 




Laonoille 


- 14,200 


1 


14,200 • 


Orange 


19,100 


1 


19,100 


Orleanis 


21,300 


3 ^ 


7,100 


Rutland, 


54,700 


5 


10,900 


Washington 


48,300 


4 


12,100 


Windham 


35,100 




8,800 


Windsor 


46,000 


6 


7,700 


Not Reported 




J. 




Total 


464,000 


43 


10,790 



* o 

I f 

K 

Sources: Current Population Reports ^ Series P-26, No. 49, "Federal -State 
Cooperative Program for Population Estimates: Estimates of the 
Population of Vennont Counties: July 1, 1972 and 1973, U.S. 
Department of Coimierce, Bureau of the Census (Washington: 
Government Printing Office, January 1974). 

Optometric Manpower Resources Project, Jureau of Health Manpower, 
Health Resources Adtodnistration, USDHEW, preliminary data^ 
ikiblished 1974. 
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TYPES OF PRACTICE ' " 

• According to the 0«P survey, the vast majority of ^tive optometrists 
in New England (83.6 percent) are- self- enployed: 72.8 percent are in solo 
practice, 9.4 percent are in^rtnership, and 1.4 percent are in group 
practice. Ttie remaining 11.9 perc^t (4.5 percent of the total did not 
report their type of practice) are employed eitht- by an organization or by 
another health professional. There is little d<?viation from these 
proportions among the individual New England states. Taible III-4 contains ' 
the numbers in each category for each state. 

It can be inferred from this data that the present proportions of 
types^ optometric practice are not likely to change in the near future 
nor can any changes (for example, to a higher proportion of group * 
practitioners) occur rapidly. It appears, however, that substantially more 
practitioners in the age groups "under 30" and "SO-59" are iir partnerships 
and group practices than- are those in the older age groups. Unfortunately, 
the extent to which this observation represents a trend among new optometry 
graduates in chfeosing a type'of practice cannot be detennined at this time. 
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TABLE ill-'f 
TYPE OF OPTOCTRIC PRACTICE BY STATE, 1973 



49 



n 


CT 


ME 


MA 


NH 


RI 


VT 


N.E. Total 


Active Optometrists 


251 


114 


711 


69 


120 


43 


1,308 100.0% 


Self-employed 


222 


99 


574 


61 


100 


38 


1,094 83.6% 


solo practice 
partnership 
fjTTwift nract ice 


129- 
41 
2 


'91 
7 
1 


522 
44 
8 


43 
14 
4 


79 
17 
4 


. 38 
0 
0 


952 72.8 
123 9.4 
19 1.4 


Pnml nvpcl hv 


22 


10 


98 


6 


16 


3 


155 11.9% 


Professional 
corporation ^ 


0 


4 


15 


p 


<■ 4 


2 


25 1.9 


reoerai govc 1 1 iiik?ii l 
(Military) 


1 


2 


10 


1 


7 


0 


21 1.6 


Federal government 

fN^n-mi 1 1 t'flTv! 


0 


0 


2 


0 


0 


0 


2 0.? 


State or local 
government 


0 


0 


1 


0 


0 


0 


1 0.1 


Other optometrist 


5 ' 


2 


24 


3 


2 


1 


37 2.8 


Ophthalmologist 


2 


0 


11 


0 


0 


0 


13" I.O 


Fnysician 


0 


0 


0 


0 


0 


0 


0 


Firm or 
manufacturer 


3 


U 


T 

J 


u 


0 
u 


0 


6 0.5 

. - >.* 


» Non-profit organization 
,.<M:-instttaf ion 


7 


0 


30 


0 


0 


0 


37 2.8 


Multidisciplinarx__- 
group practice 


1 


0 


2 ' 


1 


3 


0 


7 0.5 


Other 


3 


o 2 


0 


1 


0 


0 


6 O.S 


Not Reported 


7 


5 


39 


2 


4 


2 


59 4.5* 
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Source: Optometric ^fenpower Resources Project, Bureau of Health Mwq^ower, 

Health Resources Administration, USDHEW, preliminary data published 
1974. 
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AGE DISTRIBUTION OF ACTIVE PRACTITIONERS 

The post -World War II surge of optometrio graduates accounts for- a hieh 
proportion (60 percent) of practitioners between the ages of 40 and 59 ^ T^e 
T.tft.^it °^ New England's active optometrists, or the nddjoint a? wii^h 
exactly 50 percent a^p older, is 48.8 years and is higher thS^ the median age • 
Jj^l^'^f optometrists nationwide a fact which will influence the future 
supply of optometrists in New England. 

from niSI!!!^"^"^'^}"^-'"^^!? ^® dramatic increase in the number of graduates 
from optometry, schools inmediately after World War II when colleges operated 
on ^ accelerated basis and . when many veterans utilized their edSItiS 
assistance entitlement. Tm recent articles in separate issues of the Jor4rml 
of tl^e American OptometriQ Association reported that other health professiras 
encountered similar increases in their schools' enrollments Afte?^95l SS 
number of optometry gfa«hates dropped sharply, almost to pr^-war levels,'but 
has been increasing fairly steadily since 1961. oui 

Because of the increased number^of graduates, the national ratio of 
population per optometrist was lowest, and thus most favorable, in 1951 at~ 

SJ^n'i^ '° J- ^'^'^ since.then as^he gLeJal 

populauon has. increased at a greater rate than the number of optometrists 

1958 S^til 197?^*" registered optometrists actually decreased from about 

Fispare III-2, which illustrates the- age distribution of active 
optometrists^iii New England, shows that the graduates of the postwar surge 
who practice in New England are in the :'40-49" and "50-59" age groups Iris — 
Js^'HlLc • ^' f of about 48 years and a^raedi^Tage of^ 
1a JZ^ ^Sja^- These figures are slightly higher .than the mean 

and median ages for the United States, 47.1 years and 47 4 years 
respe^ively, as presented in Table III-5. 

Ml) the New England statfes except Vennont have similar age distributions 
as shown m Figures lll-3a and III-3b. Figure III-3a denictt the nuSw of ' 
active optometrists in each age group in each state, while Figure III-3b 
Jii^^I? age distribution by percent within each state! Vennont has 

lit ^ILII distribution and the lowest median age, while Maine has 

the highest median age. 

i-Ko if^^cl?^.^^® New England states to the non-New England states and to 
Ss indicite that New SlglSd 

«S^,^c^ P^-^"^^^® °^ ^"^^'^^ practitioners in the three younger age 
groups and a higher percentage in the three older age groups "mis 
?n'l2!^J'°? '5 consistent with the higher median age of active practitioners 
in New England. The implications of the age distribution of active 
^tometrists in New England will be discussed at the conclusion of the 
optometry section in this chapter. 
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FIGURE III-l 

GRADUATES OF U.S. OPTOMETRY SCHOOLS, 19h2 TO 197^ 
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Source: Robert J. Havighurst (study director), Optometry: 
Education for the Pro fesaion^ Report of the 
National Study of Optometrio Education (Washington, D.C. 
National Conwission on Accrediting, 1973). 
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TABLE I I 1-5 
ACTIVE OPTOMETRISTS BY AGE AM) STATE, 1973 





Age 


CT 


ME 


m 


NH 


RI 


VT 


Total 
N.E. 


Total 
U.S. 




Under 30 

Percent 


28 

11.2 


12 

10. S 

Vs 

13.2 


66 
9.3 


6 

S. 7 


12 ' 
10. 0 


8 : 


132 ' 

7/3 7 


1,908 
lu. o 




30-39 
Percent 


38 

15.1 


95 

13.4 


10 
' ]14.5 


17 

14.2 


10 

23.3 


185 
14.1 


2,671 
15.1 




40-49 

Percent 


70 

27.9 


26 

22.8 


209 
29.4 


29.0 


29 

24.2 


9 


j63 
27.8 


5,214 
29.6 




Percent 


/5 

29.9 


T A 

34 

29.8 


239 
33.6 


22 

31.9 


40 

33.3 


12 

27.9 


422 
32.3 


5,332 
30.2 




60-69 


36 

14 S 


22 


72 

in 1 


9 


15 

IE. 0 


3 

7. 0 


157 
22.0 


1,708 


70 


and over 

Percent 


4 

1.6 


5 

4.4 


30 
4.2 


2 


7 

5.8 


1 

2.3 


49 
3.7 


602 
3.4 


Not 


Reported 

Percent 


0 


0 


0 


0 


0 


0 


0 


208 
i.2 


\ 


.Total 

Pez>oent 


251 
100.0 


114 
100.0 


711 
100.0 


69 

100^.0 


120 
100.0 


2 

43, 
100.0 


1,308 
100.0 


17,643 
100.0 




MEAN 
MEDIAN 


47.3 
48.0 


49.5 
50.7 


48.2 
48.8 


W.2 
48.8 


48.9 
50.0 


43.7 
43.4 


48.0 
48.8 


47.1 
47.4 



Source: Optometric Manpower Resources Project, Bureau of He^th Jifenpower, Health 
Resources Administration, USDHEW, preliminary data Published 1974. 
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FIGURE 1 1 1-2 

AGE DISTRIBUTION OF ACTIVE OPTOMETRISTS IN NEW ENGLAND, 1973 . 
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Sdbrce: Optometric Manpower Resources Project, Bureau of Health Manpower, 
Health Resoiirces Administration, USDHEW, preliminary data 
published 1974. 
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FIGURE III-3a 

ACTIVE OPTOMETRISTS BY AGE, NEW ENGLAND STATES, 1973 
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Source: Optometric Manpowesr Resources Project, Bureau of Health 
Manpower, Health Resources Administration, USEWEW, 
preliminary data published 1974. 
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III-3b 

AGE DISTRIBUTION OF ACTIVE OPTOMETRISTS BY PERCENT, 
NEW ENGLAND STATES, 1973 
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Source: Optometric Manpower Resources Project, Bureau of Health 
Manpower, Health Resources Administration, USDHEW, 
preliminary data published 1974. 
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FIGURE Ul'k 

COMPARATIVE AGE DISTRIBUTIONS OF ACTIVE OPTO^€TRISTS, 1973 




<30 



30-39 



'♦o-if^ 50-59 

Age Groups 



60-69 



I I New EjiRland States 

^k)n-New EnRland States 
I' Total IMited States 



Source; Optometric Manpower Resources Project, Bureau of Health 
Manpower, Health Resources AcJministration, USOIEW, 
preliminary data published 1974. 
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DEMAhD FOR VISION CARE 

"Demand for vision care" is iirmutably linked to the assessment of the 
adequacy of available vision care whether we are dealing with the present or 
with the future. There are at least three broad factors v*iich influence the 
analysis of vision care delivery: the professionals who provide the care, the 
population which needs the care, and developments of a technological, 
legislative or societal nature. 

The three types of health professionals who provide vision care in the 
United States -ophthalmologists, opticians, and optometrists- have been 
defined and described in Chapter I. It bears repeating that within the scope 
of each profession there are areas of service that are unique as well ^is areas 
of service that overlap with the scope of one of the other vision care 
professions. Many of these professional practitioners are assisted by 
paraprofessional ancillary personnel having varying degrees of formal training. 

Tlie population of the United States has many characteristics vtfiich affect . 
the. nature and extent of vision care needed and the adequacy of the care that 
is available. These characteristics, within any given geographic area, include: 
age distribution with particular attention to the very young and the very old; 
racial and ethnic differences; income levels; occupational differences; size 
and topography of tlie area under consideration; and proximity of health care in 
tenns of distance, time, and available transportation. Naturally, there is a 
great deal of interaction among these variables 

It is certain that the future will bring developments, both social and 
technological, which will affect the quality, the availability and the 
accessibility of vision care. These developments may be as local as a city's 
- new mass transit syston tha : affects access to health care in one area or as 
sweepirig as a national health insurance plan that extends the availability of 
vision care to everyone. Technology will continue to provide the means by 
which ophthalmologists and optometrists can improve the quality of their 
services and, in conjunction with the use of paraprofessional persoiinel, 
increase the number of patients receiving care over a period of time. Changes 
in the mode of vision care delivery, such as a larger number of group practices 
and health maintenance organizations (HMOs) as well as improved rapport 
between ophthalmologists and optometrists, could also have a significant impact 
on the provision of vision care. Yet none of the aboveiievelopments can be 
charted or measured with any certainty; their interactive effects, even on a 
broad national scale, defy analysis. To try to isolate one area of the country 
for discussion would be futile, for no region can be isolated from the changes 
orcurring elsewhere. 

Even population projection, one of the most common analyses of the^ 
future, is fraught with uncertainty. The most recent projections, vtfiich are 
used in this report, are based on fertility rates which are higher than the 
present rates, yet no one can be sure how long the present rate will hold or 
vrfiether it will increase or decrease in the near future. The current rate 
portends a shift to an older median age, which in turn may affect the amount 
and type of health care required by the population. Regional differences in 
age distribution and in internal migration compound the influence of age as a > 
fafctor in health care measurement. - / 
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Singe no mathematical model or computer program has yet been devised that 
can analyze and predict future needs based on the influence of all these 
factors, including "discontinuities" or unknown future events, an evaluation of 
health care must r^y on simpler methodology taken in the context of the 
preceding discussion. In the field of vision care, a number of studies and 
reports have dealt j^ith the adequacy of the present population of 
ophthalmologists and optometrists with respect to each state's population or to 
the total United States population. One of the more detailed studies, by 
Birchard and Elliot, was published in i967 and took into account among other • " 
aspects: the health care plans in other countries; the percent of the United 
States population by age group having correctable refractive error; the amount 
of time required for an examination; the delivery of vision care in the aimed 
forces; and the potential situation in 1980 with respect to the age distribution 
of the United States population and the existence of National Health Insurance^- 
Their conclusion was that for the United States as a whole, the optimum ratio 
of population per optometrist would be 7,000 to 1, or 14.3 optometrists oer' 
100,000 population. , 

^fortunately, since 1967 the 7,000 to'^l ratio has also acquired the* 
labels "desirable ratio", and even "adequate ratio", and has been taken out of 
Birchard and Elliot's original context (i.e.;' the age distribution of the 
ynited States population in 1980 and the existence of National Health Insurance) 
and applied to individual states under contemporary circumstances. The result 
has been a good deal of controversy and criticism, and in addition, certain 
cJianges have already occurred since Birchard 'and Elliott published their report. 

One change has bsen the continuing decline in, the birth Tate in the 
United States, on© effect of which will be an increase in the proportion of 
the population in the older age groups, with a concomitant shift in the nature 
of vision care services required. Another change. has been an increase in the 
- number of ophthalmologists, although, as mentioned earlier, the extent of that 
increase has been obscured by the reclassification of .many EENT specialists as 
"ophthalmologists." 

* 

An example of a technological change is the developnent of a tonometry 
device that measures the intraocular pressure of the eye (a test for glaucoma) 
without the use of a topical anesthetic. Since the tonometer may be used by a 
paraprofessional technician, it increases the capability of-^nsphthalmdlogist ' 
or optometrist to examine more patients without sacrificing the quality, of 
vision care. 

Given the rapidity with which social and technological changes occur in 
our society and the complexity of the interactive influences of each variable 
involved, it appears to be nearly impossible to establish a fixed set of 
criteria to use as a basis for determining the specific numbers of 
ophthalmologists and optometrists required for the delivery of adequate eye 
care to the public. . . 

The present report does not attempt to evaluate the adequacy of the Z 

delivery of vision care in New England nor does it recommend a specific number 
of ophthalmologists or optometrists for the New England region. More 
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appropriately! it considers the future of the delivery of optometric services 
in New England in the context of the following factors; \ 

1. the projected increase of New England •s population to 1990; 

*2. the age distribution of the currently active optometrists in New 
England; and 

3, the potential increase in demand for optometric services v^en 
National Health Insurance is enacted. 

New England Population \ ^ 

The most conservative^ population projection currently available (Series . 
1 7E .projections, issued March 1972) estimates a total New England population 
of 14,682,000 in 1990', a 20 percent increase over the estimated 1973 
population. While the current fertility rate in this country is lower than 
that used in this projection, the stability of the current rate is not known 
and its impact on each state has not been determined. 

The population per optometrist ratio in New England in 1973 was 9,290 
to 1. To have the same ratio in 1990, without regard to vtfiether thkt ratio 
represents an adequate or inadequate supply of practitioners, would require 
1,580 active optometrists practicing in New England. 

-Age Distribution of New Enjzland Optometrists 

The age distribution of active optometrists in the United States in 1973 
indicates that during the next 15 or 20 years a substantial proportion of the 
Current supply of active practitioners can be expected to withdraw from active 
practice as a result of death or retirement. Moreover, the rate of withdrawal, 
or attrition, will accelerate beyond the present rate, as the post-World War II 
surge of optometric graduates reaches retirement age. Compared to^the rest of 
the United States, New Englaifid has a slightly higher perceirtage of optometrists 
in the three higher age groups, as shown in Figure III-4, and may therefore 
also have a slightly higher rate of attrition in .the^ years ahead. 

In an article in the journal of the AmeHcan Optometria Aeeooiatiorii 
Gordon G. Heath notes that the average length of practice for^ optometrists is 
32 or 33 years. If the' input of new optometric graduates were constant, this 
figure would result in an*attrition rate of three percent (1/35) per year. 
However, since -World War IT the input of new optometric graduates has 
fluctuated significantly, and the present age distribution is skewed toward ' 
the higher ages. It is likely^that before 1990 the attrition rate will ^ 
substantially exceed three percent per year. 

A number of reports have been published that evaluate the future supply 
of optometrists on a national scale. The attrition rates used in these 
national studies cannot be applied to individual states, or to one region, 
vfith any^assurance of accuracy in prediction. Efforts are being made to 
develop manpower projection methods vdiich legitimately can be applied to 
individual states, but in the meantime, the purposes of tiiis report are best 
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served by a conservative approach using the average length of practice of 33 
years and the corresponding three percent annual attrition rate. For the year 
1990, three separate statements can be made concerning the status of the 1 308 
optometrists actively practicing in New England in 1973: 

1. An annual attrition#rate of three percent would mean a loss of 667 
active practitioners between 1973 and 1990 (.03x17x1306-667.08), or 
an average of slightly more than 39 per year. 

2. By 1990, approximately 935 of the present pool of 1,308 active 
practitioners (71.5 percent) will have been in practice 33 years or 
longer. It must be remembered that 33 years is the average length 
of practice and the conclusion should not be made that all 935 will 
no longer be practicing. However, one- third of the 935 practitioners- 
could by then have been in practice more than 50 years, which is 
often quoted as the maximm length of practice. 

3. Active optometrists who are age 46 or older in 1973 would be age 65 
or older by 1990. Approximately 700 of the 1,308 active optometrists 
in 1973 will fall into this category, representing 53.5 percent of 
the 1973 supply. Again, it must be stated that reaching age 65 does 
not automatically signal retiyement,- and many of these 700 
optometrists may continue to be in active practice, either full or 
part-time. 



National Health Insurance 

Wh?n a hktional Health Insurance plan with full coverage for vision care 
IS enacted sometime in the future, ophtJ^almologists and optometrists will face 
an increased demand for their services. Optometrists, who provide one of the 
prynaiy points of entry into the health care system, see most of their patients 
on an ambulatory or out-patient basis. In assessing the impact of national 
health insurance on the United States total health care system, the Rand 
Corporation, a national research organization, stated, "almost certainly, . 
prototypical insurance plan[s] yyould generate an increased demand [for 
ambulatory services] that would far exceeld the current capacity of the 'delivery 
system. ' Another study, published in July 1974 by* the Health Resources 
Administration (USDHEW), The Impact of Archetypal National Health Inaurance 
Plane on United Statue Health Manpower Requirementt{t showed that for 28 health 
manpower specialties, the 1980 health manpower requirements for optometrists ' 
would undergo the greatest estimated percentage changes under all plans for all 
parameters used in the study. * *^ , 

The conclusion to be made is singly. that New England faces a loss by 1990 
of 50 percent or more of the 1973 supply of 1,308 active optometrists. At the 
same time. New England»s population will increase by perhaps as much as 20 
percent, and enactment of National Health Insurance legislation will further 
increase the demand for optoraetric services. 

Ophthalmologists should not be expected to alleviate the potential 
reduction ir. total vision care delivery in New England .which might result from 
the loss of active optometric practitioners. Ophthalmologists are fewer in 
nunber, their median age in 1968 was relatively high (51.4 years), and because 
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of the facilities required to sifl>port their surgical and medical activities, 
they tend to locate their practices closer to metrq)olitan centers rather than 
in rural areas. Moreover, the EBiT specialists who practice ophthalmology and 
lAo may tend less than their board-certified ophthalmologist colleagues ta 
locate their practices in metropolitan areas, have a significantly higher ?iiedian 
age than that for all "ophthalmologists." \ 

w 

N^t is imperative that the New England region have a. contiAuo^ 
new ^tometric^ grauaates to coiq[)ensate for the expected losses ot currmtly 
active practitioners. Efforts should also be made to encourage their \ 
distribution throughout all counties or regions of each- state and tp jiromote- 
cooperative working relationships between ophthaliiDlogists and ratometrists, 
as well as the use of paraprofession^rl vision care personnel. Tne impact of 
the Massachusetts College 'of Optometry upon qptometric education and mnpamr 
in New England is discussed in Chapters IV and VI of this report. 
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The osteopathic manpower situation xn flew England is quite different 
from that of optometry. In terms of practitioners the number of osteopathic 
physicians -actively practicing in 1973 was 509, less than Jialf the number of ^ 
.-active optometrists. Moreover, the median age^of active osteopathic physicians 
in New England in 1973 was over 60 years, conpared to 48'. 8 years for 
optometrists. 

Two other factors should be identified. First, the optcMwetric maiqx)wer 
situation in New England is directly affected by the Massachusetts College of 
Optometry because it has produced and continues to produce a large proportion 
of thfe practitioners for this region. None of the nine colleges of osteopathic 
medicine currently operating is located in New England. Therefore, the supply 
of practitioners for this region is someirfiat unsure, since it' depends upon the 
return bf New Englanders who attended schools outside the region or upon an 
, input of osteopathic physicians who were not originally from New Enftltend. 

Secoixd, osteopathic manpoweir must be considered in the context of the 
region's allopathic physician manpower situation? three aspects of which are 
especially pertinent: (1) Nqw England is the location of several excellent 
allopathic medical colleges - there is a total of nine schools in five of the 
six states; (2) thofe were 22,774 active noorfederally enployedl^.D. 's In 
New England in 1973, of whom ten percent *ere involved in non-patient car\ 
activities and 20 percent .were in internships or residencies; (3) in 1970V 
21.3 percent of all M.D.'s injslew England were foreign medical graduates 
, (FMGs), whose training may or may not have been the qualitative equivalent 
of a U.S. medical education. Thfee New England states - Connecticut, Maine 
. and Rhode Island - were listed as being highly dependent upon FMGs in 1970, 
with proportions of FMGs to all M.D.*s in each state of 33.8 percent. 24.0 
percent and 23.9 percent respectively. ' — 

* _* • ' ' ' * 

Although there are many similarities in allopathic and osteopathic 
education and practice, and although the goals of these two medical professions 
are identical with respect to optimum health care for the entire conmunity, 
their approaches are somewhat different. As noted in Chapter I (see page 16), 
osteopathic medicine bases its approach pn a philosophy \A\ich pfermeates all 
osteopathic teaching and practice and frcrfh vtfiich evolves a holistic approach to 
the patient and an enphasis on the influence of structufal integrity on health 
and disease affecting the entire himan body. 

Although fewer in number in New England than the M.D.'s, the D.O.'s are ^ 
-distributed throughout the r^ion to an Pvt^rit^that their presence ensures 
medical care to many residents vrfio otherwise might not have immediate ercess 
to 3uch care. Additionally, the residents of many other* New England conmunities 
. have been offered a ^ice of th e tw o approaches .to medical care, and a- 
significant proportion prefers the approach of the osteopathic physici^, 

^W^«)WER DATA FOR OSTEOPATHY • \ ^ ^ . 

The 2S?4 Yearbook and Directory of Dateopathic Phystaiana, published by * 
the;Ainerican Osteopathic Association, reveals tJiat in 1973, there were 509 
active osteopathic physicians (D.O. 's) ip New England who wre not federally 
employed. In contrast, there were 22,774 non- federally aiployed active 
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allopathic physicians (M*D.'s) in New Engl&nd in the same year, a figure which 
includes M.D. 's who received their medical education outside the United States. 

Table III-6 displays the physician manpower situation in New England in ' 
1973. As is the case with the optometry manpower data, the ratios of 
population per physician are provided as a reference point and for comparisons 
among the states. 

Relatively speaking, on a population to-practitioner basis, New-England 
has fewer osteopathic physicians but more allopathic physicians than the United 
States as a vrfiole. The 509 active osteopaths in New England represent 3.7 
percenL-of the osteopaths in the United States; the region's allopathic 
physicians account for 7.4 percent of the nation's total M.D.'s. The combined 
toial of 23,283 physicians is 7.2 percent of the total number pf active non- 
federal physicians in the United States. 

Three New England states, Maine, Rhode Island and Vermont, have a 
population per osteopathic physician ratio that is equal to or better (i.e., 
lower) than the same ratio for the total United. States (15,000 to 1), although 
the overall New England ratio of 23,^70 to 1 is significantly higher than the 
U.S. ratio. Four New Ermland states - Connecticut, Mjtssachusetts, Rhode Island, 
^and Vermont - and New England overall have ar population per allopathic physician 
ratio that is better than the total U.S. ratio of 670 to 1. MEy.ne has the 
lowest osteopathic ratio and the ^highest allopathic ratio among the New England 
states while Connecticut has the highest osteopathic ratio and second- lowest 
allopathic ratio. ^ 

Note that the allopathic .physician data include citizens of the IMited 
States and of other countries who have received their medical education outside 
the United States and are collectively known as foreign medical graduates^ 
Some controversy exists over the quality of some foreign medical e^ueattOTial 
programs, especially with respect to clinical, training and experi^e, compared 
to a U.S. medical education, and those FMGs vAo are not familiari»it bl^the 
English language or with United States customs, mores and col loquiafisms Ttiay 
not always deal successfully with their American patients. \ 

The number of inmigrating BlGs increased by 130.7 percent from 1963 to 
1973, find at least one New England state, Rhode Island, has exhibited concern 
about the high proportion of BIGs among its physician. population which, at 
33. 8" percent in 1970, was the second- highest in the country. Connecticut and 
Maine, with 1970 R4G proportions of 24.0 percent and 23.9 percent respectively, 
were also classified as being highly dependent upon BIGs. The remaining three 
New England states had the following percentages of BIGs arong their physician 
populations: New Hampshire, 21.9 percent; Massachusetts^ 18 r7 percent; Vermont, 
12.9 percent. 

- Recently, in mid-1975, studies were conpleted in Massachusetts and Rhode 
Island that reported shortages of family physicians in those two states, 
a circumstance that appears to be one result of the tendency among physicians 
to limit their practice to a particular medical specialty. TTii s tendency has 
existed historically to a far greater extent among allopa^tWC*physicians than 
among osteopathic physicians; the^ percentages of specialty practices among 
osteopathic and allopathic physicians are described in detail in Tables III -10 
and ni-11, which a|^ar in a later portion of this chapter; 
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As in the professions of optometry and podiatry, the proportion of female 
practitioners in osteopathic medicine in New England is quite smf.ll. Of the 
401 active non- federal osteopathic physicians practicing in the region in 1971, 
26 (6.S percent) were women, although the proportions among the six states 
varied considerably. In three states, Connecticut, Maiiie and Vermont, the 
proportions were only 3.0 percent, 1.4 percent, and 4.3 percent respectively, 
while the proportions in Massachusetts, New Hampshire and Rhode Island were 
imich higher" (12.6 percent; 16.7 percent, and 12.1 percent respectively)'. 
However, all but two of the female osteopathic physicians in the region were 
age 50 or older,, vtfiich inplies that the percentages are likely to decrease in 
the future. 



GEOGRAPHICAL DISTRIBUTION OF OSTEOPATHIC PHYSICIANS IN NEW ENGLAND 
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The general pattern of physician distribution in New England is that the 
larger the population of a county, the greater the ntinber of pJysicians 
located there. Of 67- counties in New England, six were not the location of an 
osteopathic practice in 1973. TWo of these counties were in Vennont, two were 
in New Hampshire, and there was one each in Connecticut and Massachusetts. 
All counties were the location of a practice of a non-federally employed M.D. 
in 1973, although two counties in Vermont had only one M.D. each. While the 
distribution of physicians by county presents a more detailed picture of 
manpower than does the total nunber foi a state, additional factors such as 
area, topograiAy, distances and tran^^ir^rtation availability also affect the 
adequacy of the maii^)ower distribution and preclude any conclusions based on 
county distribution alone. 

c 

Tables III-7a through III-7f list each county in New England, the 
estimated 1973 population of ^ach county^ and the ntmber of active non- federal 
osteopathic and allopathic physicians in each county in 1973. Osteopathic 
physicians were widely, although thinly, distributed throughout New England; 
six counties had no active osteopathic practitioners,^ £und 12 counties had only 
one each. M.D. 's were also widely distributed with at least one practitioner 
in each county. Just two counties had only one M.D. , and the next lowest 
nunber in any county was eight M.D.'s. Combining the two types of physicians, 
only one county had fewer than two physicians in active practice. 

Recognizing the unbalanced distribution of physicians, in^iriiich large 
geographic areas are- served by an insufficitent hunber of physicians, the 
federal government has designated several counties^ or portions of counties in 
New England as 'physician shprtage areas," and has provided for the forgiveness 
of a percentage of. a medical education loan if a physician establishes ^a 
practice in one of tliose areas. 
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TABLE III-7a 

DISTRIBUTION OF ACTIVE PHYSICIANS IN CONNECTICUT 



• 








County 


Estimated 
Population • 
1973 


Active 
Non-Federal D.O.'s 
1973 


Active 
Non- Federal M.D. 's 
1973 


Fairfield 
Hartford 
Litchfield 
(Middlesex 
New Haven 
New London 
Tolland 
Windham 


787^800 
824,200 
146,900 
121,000 
756,800 
239,800 
110,900 
88,300 


16 
8 
4 

2 
7 

2 ^ r 

0 

1 


< 

1,508 
1,741 

175 

173 
1,996 

262 
" 75 . 
75 


Total 


3,076,000 


40 


6,005 



Sources: Current Population Reports , ^Series P-26, No. 79, "Federal -State 
Cooperative Program for Topulation Estimates: Estimates of .the 
Population of Connecticut Counties: July 1, 1972 and 1973," 
U.S. Department of Coninerce, Bureau of the Census (Washington: 
Government Printing Office, August 1974). 

1974 Yearbook and Directory of Oateopathio Physiaiane (Chicago: 
American Osteopathic Association, January 1974). 



Dietribution of Phyeioians in the V.S.^ 1973 (Chicago: 
Medical Association, 1974) . 
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TABLE III-7b 
DISTRIBUTIOvj OF ACTIVE PHYSICIANS IN MAINE 





Estimated 


Active 




County 


Population 


hfon-Federal D.O. 's 


Non-FedeTa.1 M D 


1973 


1973 


197J 


Androscoggin 


- 93,300 


3 


118 


Aroostook 


94,800 


6 


64 


Cumberland 


197,200 


74 


370 


Franklin 


23,600 


3 , 
5 


15 


Hancock 


37 J 000 


42 


Kennebec 


98,300 


. 17 


128 


Knox 


31,100 » 


4 


20 


Lincoln' 


21,600 


4 


Oxford 


44,900 


■ 10 


• 35 • 


Penobscot 


129,600 


24 


" 134 


Piscataquis 


16,400 


3 


9 ■ " 


Sagadahoc 


24,900 


1 ' 


20 


Somerset 


41,500 


9 


22 


Waldo 


\ 25,500 
"^,200 


2 


14 


Washingt(Mi 


2 


20 


York 


117,600 


20 


88 



Total 1,028,000 187 ' -^1,144 



Sources: Curvent Population peporta^ Series P-26, No. 59, 'Tederal -State 
Cooperative Program for Population Estimates: Estimates of the 
Population of Maine Counties: July 1, 1972 and 1973," U.S. 
Department of Conmerce, Bureau of the Census (Washington: 
* Government Printing Office, March 1974). 

1974 Yearbook and Directory of OBteopatkia PhyaioianB (Chicago: 
American Osteopathic Association, January 1974) . 

Diatribution of Phyaioiana in the U.S.^ 1973 (Chicago: American 
Medical Association, 1974). 
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TABLE-III-7C 

DISTRIBUTION OF ACTIVE PHYSICIANS IN MA3S.ACHUSETTS 



County 

Barnstable 

Berkshire 

Bristol 

Dukes 

Essex 

Franklin 

Han|Klen 

(Iaii|>shire 

Mi(Mlesex 

Nantucket 

Norfolk 

Piyhwuth 

Suffolk 

Worcester 

Total 



Estimated 
Pcpalation 
1973 

109,000 
148,900 
461,300 

6,900 
647,400 
60,900 
461,000 
134,300 
1,421,800 

4,200 
614,300 
364,700 
734,700 
648.900 

''5,818,000 



Active 
Non-Federal' D.O. 's 
^ 1973 

7 
5 
6 

0 , 
24 

2 . 

6 

3 
35 

1 
23 
,16. 
18 
_12 

158 




Active 
Non- Federal H.P 
1973 

164 
24 
432 
8 

796 
68 

616 

151 
2,609 
11 
1,374 

325 
4,50? 

879 



12,183 



Sources: Current Population Reports, Series P-26, No. 91, "Federal -State 
Cooperative Program for Population Estimates:* Estimated of the 
Population of Massachusetts Counties and Metropoiitan Areas- 
July 1, 1972 and 1973,"HJ.S. Department of Coranerce, Bureau'of 
the Census (Washington: Government Printing Office, October 1974). 

1974 Yearbook and Directory of Oateqpathio Phyaioiane (Chicago: 
American Osteopaithic Association, January 1974). 

DUtripuHon of Phyaioiana in the U.S.], 1973 (Chicago: American 
. Medical Association, 1974) . 
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TABLE III-7d 

DISTRipUTION OF ACTIVE PHYSICIANS IN NEW HAMPSHIRE 



County 


Estimated 
Population 
1973 


Active 
hfon-Federal D.O's 
1973 


Active 
Non-Federal 
1973 


Belknap 


34,800 


2 


52 


Carroll 


20,800 


0 


. 29 


Cheshire 


55,300 


1 


49 


Coos 


34,000 


1 


35 


Grafton 


57,900 


0 


315 


Hillsborough 


237,700 


4 


' 248 


Merrijnack 


87,400 


1 


125 


Rockingham 


153,700 . 


1 


117 


Strafford 


77,200 


. 2 


67 


Sullivan 


31.900 


_2 


31 


Total 


791,000 


14 


1,068 




Sources: Current Population Report$, Series P-26, hfo, 52, ••Federal -State 
Cooperative Program for Population Estimates: Estimates of the 
Population of New Haiqpshire Counties and Metropolitan Areas: 
July 1, 1972 afid 1973/* U.S. Department of Comnerce, Bureau of 
the Census (Washingtdn: Government Printing Office, January 1974) 

1974 yearbook and Directory of Oeteopathia Phyeieians (Chicago: 
. American Osteopathic Association, January 1974) . 

bietribution of Phyeioiam in the V.S.^ 197Z (Chicago: American 
Medical Association, 1974). 
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TABLE 1 1 1-76 

DISTRIBUTION OF ACTIVE PHYSICIANS IN RHODE ISLAND 



County 

Bristol 

Kent 

Newport 

Providence 

Washington 

Total 



Estimated 
Population 
1973 

46,100 
148,700 

99,700 
586,300 

92.200 

973,000 



Active 
Non-Federal D.O. 's 
1973 

4 

24 
4 

42 

_± 

. . 79 



Active 
Non- Federal M.D. 's 
1973 

50 
147 

74 
1,199 
79 

1,549 



Sources; Current PopulaHon Beporte, Series P-26, No. 65, "Federal -State 
Cooperative Program for. Population Estimates: Estimates of the 
Population of Rhode Island Counties and Metropolitan Areas: 
July 1, 1972 and 1973," U.S. Department of Gomnerce, Bureau of 
the Census (Washington: Government Printing Office, April 1974). 

1974 Yearbook and Directory of OateopatHo Phyeioians (Chicago: 
American Osteopathic Association, January 1974) . 

Distribution of Phyaioiana in the U.S., 1973 (Chicago: American 
Medical Ass^jciatibn, 1974). 
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TABLE 1 1 1-7 f' 
^DISTRIBUTION OF ACTIVE PHYSICIANS, IN VERMONT 





Estimated 


Active 


Arti ve 




Population 


Non-Federal D.O.'s 


Non-Federal 


Lounty 


1973 


1973 


1973 


Addison 


24,800 


1 


16 


Bennington 


28,800 


3 


45 


Caledonia 


24,000 


1 


25 


Chittenden 


105,700 


4 


426 




« 5,700 


0 


1 


Franklin 


32,700 


0 , 


30 


Grand Isle 


3,900 


1 


1 


Lamoille 


14,200 


2 


15 


Orange 


19,100 


1 


21 


Orleans 


21,300 


1 


10 


Rutland 


54,700 


3 


65 


Washington 
WindhaJlr 


-48,300 
35,100 


4 

3 


63 
52 


Windsor 


46,000 


_7 


~ _55 


Total 


464,000 


31 


825 



Sources: Current Population Reports^ Series P-'26, No. 49, "Federal -State 
Cooperative Program for Population Estimates: Estimates o£ the 
Population o£ Vermcmt Counties: July 1, 1972 and 1973," U.S.. 
Department of Coimerce, Bureau of the Census (Washington: 
Government Printing Office, January 1974). 

0 

1974 Yearbook and Directory of Osteopathia Physioiane (Chicago: 
American Osteopathic Association, January 1974) . 

Distribution of Physicians in the U.S., 1973 (Chicago: Amelftean 
Medical Association, 1974). 
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STATE OF BIRTH OF NEW ENGLAND OSTEOPATHtC PHYSICIANS . ' 

The state in yAdch a person is born may not actually be the state in 
\Aich he spends most o^ his life or that she calls her home state. To conduct 
a study of the original residence and the migration p£^ttem of a practitioner 
now located in a particular state or region would require data that are not 
currently avai lable. At this time, the only information that is available 
pertains to the state of birth of the active osteopathic physicians in New ' 
England as of 1971 (displayed in table III-8). 

In "New England,. 40.1 percent of the active osteopaths were bom in the 
state in which they how practice, ranging from- 23.6 percent in Maine' to 63.8 
percent in4fassachusetts. The high percentage in Massachusetts may be due in 
part tp the previous existence of a school of osteopathic medicine in the 
Boston area (refer to Chapters I and VIII for historical develojpents .and to 
Chapter IV for education statistics) . 

In each state, at least half of the osteopathic physicians were bom in ~ 
one of the New England states, with a percentage of 60.8 for the entire region* 
Another 20 percent were bom in New Jersey, -New York or Pennsylvania. 

While it appears that most of the osteopathic physicians mAio practice in 
New England were bom in New England, the extent to which recent osteopathic 
graduates from New England are retuming to the region cannot be detennined at 
this time., New England osteopathic students must attwui a college elsewhere 
in the country (the nearest college is in Philadelphia) , and in 1973 there 
were only^ eight residencies available in New England osteopatMic hospitals and 
only four osteopathic physicians were serving in residencies at allopathic 
hospitals." The location in vtfiich a physician completes residency is often a 
positive influence on vAiere he or she establishes practice. Furthermore, age 
distribution data, discussed in a later section of this chapter, reveal a 
disproportionately low number of younger osteopathic physicians in New England, 
-indicating a detjlining rate of input of new graduates. ^ 
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^ " TABLE III-8 

ACTIVE NON-FEDERAL OSTEOPATHIC PHYSICIANS BY STATE OF BIRTH, 1971 



( 


CT 


ME 

• 


M^ 


NH 


RI 


VT 


lotaX 


State of Birth 












< 




Connecticut 


11 


4 


4 


0 


1 


0 


. 20 


Maine 


2 . 


'35 


1 


0 


0 


0 


38 


Massachusetts 


4 


31 


74 


2 


11 


0 7 


129 


New Hanpshire 


0 


1 


2 


S 


3 


0 


11.' 


Rhode Island 


0 


5 


0 


0 


28 


0 


33 


Vermont 


0 


1 


3 


0 


1 


8 


13 


Tcrtal New England 
Percentage horn, in N.E. 


17 


77 


84 


7 


44 


IS 


244 


SO.O 


52. 0 


72.4 


SO.O 


67.7 


62. S 


60,8 


New Jersey 


3 


19 


8 


1 


8 


4 i 


43 


New York 


3 


5 


3 


1 


2 


1 


15 


Pennsylvania 


3 ' 


14 


5 


0 


3 


2 


27 


Other U.S. 


5 ' 


29 


13 


5 


6 


2 


60 


Non-U. S. and 
















Not Reported 


3 


4 


3^ 


0 


2 


0 


12 


Totay 


34 


148 


116 


14 


65 


24 


401 



Source: Bureau of Health hfanpower, Health Resources Administration, USDHEW, , 
unpublished data provided November 1974. 
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TYPES OF PRACTICE 



The distribution of types of osteopathic pnfctice in New. England differs 
in some respects from the distribution in the rest of the United States. As 
shown in Table 111-9, over 82 percent of England osteopaths were solo 
Pw^^i^c°"®'^^ in 1971, while just under 65 percent of all osteopaths in the • 
United States had a solo practice. On a percentage basis,- there are many 
more partnerships and group practices in the. U.S. than in New England, 
although the proportfoirqf practices with other physicians, on a non-group 
basis, IS approximately^che same in New England as elsewhere in the Uhited 




C^e explanation for the higher proportion of solo prtctitioiiers in Hew . 
England may be that the osteopathic physicians are thinly spr«ad throughout 
this region, with no osteopathic college and only five osteopathic hospitals 
around which to cluster. Such a distribution would be ejcpected to result in 
•a high percentage of solo practitioners who are, for the most part, in general 
practice. . «^ » » 

Indeed, in 1973, 348 of New England's 5Q9 active non-federally employed 
osteopathic physicians (68.4 percent) -reported thiamselves as general 
practitioners CQP) . Many of these reported that they devotejl varying amounts 
of time to^ specialty interest but considered themselves CPs first and 
foremosirr Of the specialty areas to which the remaining plyficians limited 
their practices, the largest proportion practiced manipulative therapy 
exclusively. "Hiis. group of practitioners tended to be older than other 
osteopathic physicians, a fact that reflects the broader scope and improved 
.quaiity-of osteopathic medical education that have been attained in the past 
few decade^. An analysis of practice specialty for each, state in New EnSand 
IS shown in Table III-IO. „ • • * , 

Physicians with the M.D. degree^on the other hand, engage in specialty 
practice to a. mpch. greater extent. In Jtew England, 11.3 percent of the M.D.'s 
were classified as general practitipners in 1973, a smaller proportiwi than 
the 16.6 percent in. general practice nationally, as shown in Table IfI-11. . 
"General practice," in the source for this data, combines Family Practice and 
General Practice. The less populated, more rural states - Maine, New Hampshire 
and Vermont. - -h§d higher percentages of general practitioners than Connecticut. 
Massachusetts and Rhode Island. The specialty of interrial medicine accounted 
for the highes,t proportion of New England M.D. 's, followed by general oractice. 
general surgery and. psychiatry. In all ^few England states, the niai4)er of M.D. 
general practitioners was higher than the total number of osteopathic 
phy^iciahs. Note that, as previously mentioned, 21'.3 percent of the M.D.'s in 
New England are foreign medical graduates; the effect of the ffCs on the 
proportions of" specialty practice is not joiown. 

'* " • . / " 

As the osteopaths who exclusively practice manipulative therapy Withdraw 
from: active- practice, the proportion, hut not necessarily the nunbers, of 
general practitioners can be expected to increase. At the^same time, and of 
even more importance, the age distribution *f or all osteopathic physicians in 
New England 'indicates tMt k high rate of attrition will occur during the next 
15 years, a development which will have a pronounced effect upon the 
distribution of primary^ care physicians in general practice. 
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TABLE I 11-10 

OSTEOPATHK MEDICAL SPECIALTY PRACTICE BY STATE, 1973 



cr 



ME 



m 



RI 



VT 



Total 
N.E. 



General 
Practice 
Percent 

Practice 
limited to ; 

Internal 
Medicine 
Percent 

Pediatrics 
Percent 

Obstetrics/ 
Gynecology 
Percent 

Ophthalmology^ 
Percent 

Orthopedic 
Surgery 
Percent 

Manipulative 
Therapy 
Percent 

Other 
Specialty 
Percent 

Hot Reported 
Percent 



15 149 102 8 53 21 

37. S 79,7 64.6 57. 1 67.1 67.7 



0 
0 



19 

47. S 



6 

15.0 



3 1 
1.6 0.6 



2 

1.1 



1 

0.5 



17 
9.1 

8 

4.3 



1 

0.6 



1 

0.6 



27 



3.7 17.1 



3 

1.9 
23 

14.6 



0 
0 



3 

21.4 



3 

21.4 



3 

3.3 
1 

1.3 



1 

1.3 
1 

1.3 



2 

2.5 



6 

7.6 



10 

12.6 
2 

2.5 



0 
0 



8 I 
25.8 



2 

6.5 



348 
68.4 



7 

1.4 
1 

0.2 



2 

0.4 
3 

0.6 



4 

0.8 



70 



30 
5.9 

44 



Total 40 187 158 14 79 31 
Pex^ent 100.0 100,0 100.0 100.0 100.0 100.0 



509 
100.0 



ERIC 



includes those practicing ophthalmology in combination with otolaryncoloey 
or otoxiiinolaryngology. / ■» 

Source: 1974 learbook cmdHreotovy of OaUopatkio Ph/eiaiana (Chicaso: 
American Osteopathic Association, January 1974) . ^ 

> • 98 
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TABLE 1 11-10 

OSTEOPATHK MEDICAL SPECIALTY PRACTICE BY STATE, 1973 



CT 



ME 



NH 



RI 



VT 



Total 
N.E. 



General 

Practice 15 149 102 8 

Percent 37.5 79.7 64.6 57.1 

Practice 
limited to ; 

Internal 

Medicine 0 3 1^0 

Percent ' - 1,6 0.6 

Pediatrics 0 0 0 0 

Percent - - - . 

Obstetrics/ 

Gynecology 0 0 10 

Percent - - 0.6 

Ophthalmology^ 0 2 0 0 

Percent - 1.1 

Orthopedic 

Surgery 0 1 

Percent - 0.5 

Manipulative 

Therapy 19 7 27 3 

Percent 47.5 3.7 17.1 21.4 

Other 

Specialty 0 17 3 0 

Percent - 9.1 1.9. 

Not Reported 6 8 23 3 

Percent 15.0 4.3 14.6 21.4 



I 

0.6 



53 21 
67.1 67.7 



3 

3.3 

< 

1 

1.3 



I 

1.3 
1 

1.3 



2 

2.5 



6 

7.6 



10 

12.6 
2 

2.5 



0 
0 

0 
0 



8 I 
25.8 



2 

6.5 



348 
68.4 



7 

1.4 
I 

0.2 



2 

0.4 
3 

0.6 



4 

0.8 



70 

23.7 



30 
5.9 

44 
8.6 



Total 40 187 158 14 79 31 
Pex>aent 100.0 100,0 100.0 100.0 100.0 100,0 



509 
100.0 



ERIC 



* Includes those practicing ophthalmology in combination with otolaryneoloey 
or otorhinolaryngology. / » »/ 

Source: 1974 Yecaebook and Directory of Oapeopathio Phieioiana (ChicaBo: 
Ameriom Osteopathic Association, January 1974) . ^ 
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TABLE III-ll 

ALLOPATHIC MEDICAL SPECIALTY" PRACTICE BY STATE, 1973 





a 


Nil 




NH 


RI 




Total 
N.E. 


Total 
U.S. 


Practice 












\ 








classified as: 




















General 
Practice^ 
Percent 


602 
10,0 


239 
20.9 


1,210 

0 0 


215 
20. 2 


171 

' 11.0 


126 
25.3 


2,563 
11.3 


51, 


085 
16.6 


Internal 
Medicine 

Percent 


1,035 
17.2 


149 
" 13.0 


;,254 
18.5 


159 ' 
14.9 


297 
19.2 


148 

17.9 


4,042 

if.f 


44, 


27A 
14. 3 


Pediatrics 
Percent 


407 
6.8 


SI 
4.5 


689 

5.7 


58 
5.4 


111 
7.2 


46 

^.5.6 


1,362 


18, 

r 


318 
5.9 


Obstetrics/ 
Gynecology 
Percent 


339 
S.6 


52 
4.5 


587 
4.8 


S3 
5.0 


88 

5.7 


40 

4.8 


1,1S9 
5. J 


19, 


171 
6.2 


Ophthalmology 
Percent 


111 
2.9 


40 
3.5 


348 
2.9 


33 
3.1 


37 
2.4 


18 

2.2 


648 


9 


865 
3.2 


Orthopedic 
Surgery 
Percent 


181 
3,0 


53 
2.9 


571 
3.0 


34 
3.2 


55 
3.5 


26 
3.2 


700 
3. J 


9 


,631 
3.1 


Other 
Specialty 
Percent 


2,864 

47.7 


517 
45.2 


5,936 
48.7 


488 

45.7 


700 
46.2 


389 
47.1 


10,894 
47.8 


134 


,529 
43.6 


Not Reported 
Percent 


40S 

6.7 


63 
5.5 


788 
6.$ 


2.6 


90 
5.8 


32 
3.9 


1,406 
'6.2 


21 


,1670 


^ Total ^ 
' Percent 


6»00S 
100.0 


1,144 

100.0 


12,185 . 

100.0 


1,068 

100.0 


1,549 

100.0 


825 
100.0 


100.0 


308 


,543 

100.0 



^Includes General Practice and Family Practice. 
* Includes Foreign Medical Graduates (see text) . 

Source: DiatribuHon of Phyaiotana in the U.S., 1973 (Chicago: American 
Medical Association, 1974) . 
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AGE DISTRIBUTION OF OSTEOPATHIC PHYSICIANS . • 

The mean (average) and ;nedian (the paint at which exactly 50 percent 
are older) ages of osteopathic physicians i^ New England are higher than 
those of optOTietrists. More significantly tliey are also higher than those 
for osteopaths throughout the United States. The age distribution of 
osteopaths in New England shows a dramatically disproportionate number of 
active practitioners in the oldest age groups. 

" Table III-12 shows the age statistics for each New England state, the 
region, and the rest of the United States in 1971, the most recent year 
for which such a conparison is available. The mean and median ages in 
Connecticut exceeded 66 years, and only ih Rhode Isls^nd did the median age 
fall below 50 years. For the region, the mean was 55.6 years and the 
median was 57.9 years, conpared to the overall United States mean and 
median of 48.4 years and 47.2 years, respectively. 

Figure III-5 illustrates the percentage data contained in the last 
three categories of Table 111^12. New England has a significant imbalance 
in terms of very few younger osteopathic physicians and proportionately 
more older bnes. The solid bars on the chart, representing the U.S. total, 
show a distribution of age that can be considered "nopial'* with gradually 
decreasing ^percentages in the' older age groips. This gradual decrease 
results from two factors: (a) physicians naturally withdraw from active 
• practice with advancing age; and (b) psteopathic physicians have been 
graduated in increasing numbers during the past three decades, but with no 
postwar "bulge" as occurred in optcxnetry and in podiatry. 

At one time. New England residents could obtain an osteopathic 
education in New England (refer to Chapters I, IV, and VIII), but since 
1944, they have had to go out of the region to pur|iie that educational 
aspiration. Clearly, the numbers of new osteopathic physic?.ans in this 
region have not been as great as they were in the past, resulting in a 
pronounced age maldistribution. 

Table III-13 and Figures III-6 and III-7 provide more recent (1973) • 
age statistics for active non-fdderal osteopathic physiciahs in New 
" England, and in each state the mean and median ages have increased since 
1971. In four states, the mean and median ages are over 60 years, and the 
median age for the. region is 60.3 years, indicating that exactly half of 
New England's psteopathic physicians are older than that age. Figure III-6 
illustrates the age distribution for the region, and Figure III-7 illustrates 
the age distribution for each New England state. The distribution is 
essentially similar in every state except I<hode Island, which shows almost 
as many osteopaths in the three younger age groips as in the three, older. 

In 1973, the mean age of all federal and non-federal allopathic 
physicians in the United States and its possessions, whether active or 
^inactive, was 46.1 years, and the median was 44.0 years. Table II 1-14 
lists the distribution by age group, and Figure III-8 illustrates the 
distribution by percent. It is interesting to compare the shape of 
Figure III-8 to that of Figure III-4 for optometry, and to Figure III-5 
for Obteopathy. ♦ 
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The future osteopathic manpower situation implied in these statistics 
is more serious than that, for optometry. The high median age and large 
nunber of active osteopatliic practitioners in the "60-69" age group indicate 
that New Engl^ can expect to lose the majority of its osteopai^ic 
physicians from active practice as a result of death and retirement between 
now and 1990. The age maldistribution of optometrists in New England is 
attributable to the movement through time of a large postwar increase ot 
^eraduates; the age maldistribution of active osteopathic physicians in New 
Encland can be attributed to a decreased input of new osteopathic graduates, 
the present rate of which cannot con^pensate for the expected attrition rate 
during the next 15 years. The result will be a net -loss of osteopathic 
phy5icians serving the region, which, because of their distribution in non- 
metiopolitan areas and of their tendency to engage in general practice, will 
have a deleterious effect upon the delivery of medical care in New England. 
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FIGURE I I 1-5 
COMPARATIVE AGE DISTRIBUTIONS OF ACTIVE 
OSTEOPATHIC PHYSICIANS, 1971 




I I New England states 

Non-New England states 
■■ fotjil United States 



Source: Bureau of Health Manpower, Health Resources Administration, USDHEW, 
unpublished data provided November 1974. 
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TABLE 1 1 1-13 

ACTIVE NON-FEDERAL OSTEOPATHIC PHYSICIANS BY AGE AND STATE, 1973 



T 



Ace 














Total 


cr 


ME 


MA 


NH 


RT 


UT 

V I 




« Unfter 30 


3 


7 


3 


0 


4 


1 


18 


Perodnt 


7.5 




2.fl 




S.l 


3.2 


3.5 


30-39 


0 


35 


12 


0 


15 


2 


64 


Peroent 




25.7 


7.5 




19.0 


5.5 


22.» 


40-49 




21 


13 


0 




3 


55 


Peroent 




n.2 


8.2 




22.8 


9.7 " 


10.8 


50-59 


6 


41 


36 


. 4 


11 


' 5 


103 


Peroewt 


15.0 


21.9 


22.5 


28.6 


13. 9 


16.1 


20.2 


60-69 


16 


66 


53- 


6 


18- 


12 


171 


Percent 


40.0 


35.3 


33.6 


42.8 


22.5 


35.7 . 


" 3S.6 


70 and over 


15 


17 


41 


4 


13 


8 


98 


Percent 


37.5 


9.1 


25.9 


25.5 


16.4 


25.5 


19.3 


Total 


40 


187 


158 


14 


79 


31 


"^09 


Percent 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 


MEAN 


64.2 


54.0 


60.3 


64.6 


52.7 


60.5 


57.2 


MEDIAN 


66.4 


56.9 


62.3 


64.5 


51.8 


63.2 


60.3 



Source: 1974 Yearbook and Directory of^Oeteopathio Fkyaiaiana 

(Chicago; American Osteopathic Association, January 1974). 



104 



I 



FIGURE 1 1 1-6 

AGE DISTRIBUTION OF ACTIVE NON-FEDERAL OSTEOPATHIC 
I PHYSICIANS IN NEW ENGLAND, 1973 



200 _ 



100 



(Total=509) 



18 



£Z2 



6k 

m.6%. 



103 
i ZO.Z%) 



55 
(10.8^) 



171 



98 
(19i^ 



<30 30-39 



1*9 50-59 60-69 



70+ 



Age Groups 



Source: 1974 yearbook and Directory of Osteopathic Fhyeicians (Chicago: 
American Osteopathic Association,, January 1974) . 
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FIGURE 1 1 1-7 
' ACTIVE NON-FEDERAL OSTEOPATHIC PHYSICIANS 
BY AGE^ NEW ENGLAND STATES, 1973 



No. 



100_ 



CT 



j.__fi — 9 A r*i 

<J0 XA -it-'M jbJV tO0 Tf> 

Age Groups 



No. 



. I 



10Q_ 



ME , 



A 



^Jo jo-v 40<^ aodP ftc4^ 
Age Groups 



No. 



100 



MA 



X3» 4049 



<.10 Xl» «49 d099 «!«* «♦ 

Age Groups 



No. 



100 



NH 



0 ^ ^ JL 



<» JO >!/ K^9~»*9 X 

Age Groups 



No, 



100 



RI 



1^ * A 

<3C) X9 9fr» TO* 

Age Groiq>s 



No. 



100 



VT 



^ 



<->0 JC» «^ 49U-;j^ to-*:* 70* 

Age Groups 



Source: 1974 Yearbook and Direotory of Oeteopathio Phyeioiane iChicago: 
^ American Osteopathic Association, January 1974) . 
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TABLE 

AGE DISTRIBUTION OF ALLOPATHIC PHYSICIANS, 1973 



Age- 


Nixnber 


Percent 


Under 30 
30-39 
40-49 
50-59 
60-69 
70 and over 


43,104 
101,108 
84,812 
65,494 
44,523 
27,338 


11.8 
27.6 
2S.1 
17.9 
12.1 
7.S 


Total ^ 


366,379 


100.0 



»A11 federal and non-federal M.D.'s, including IMGs, in the U.S. and 
possessions. 

Source: HatHhution of Physioiane in the U.S., 1973 (Chicago: 
American Medical Association, 1974) . 



FIGURE I I 1-8 
AGE DISTRIBUTION OF ALLOPATHIC PHYSICIANS, 1973 
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20- 



10- 



11.8 



27.8 



23.1 



17.9 



12.1 



7.5 



<30 



70+ 



30-39 40-49 50-59 60-69 
Age Groups 

Source: DiatHbuHon of PhyeioTomt in the U.S., 1973 (Chicago: American 
Medical Association, 1974) . ^ 
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DE^W© FOR HEALTH CARE 

As discussed in the optometry section of this chapter, the difficulties 
in measuring the adequacy of health manpower have not been fully overcOTie, 
and projections of future supply and demand involve variables whose , 
interactions defy clear-cut analysis. The adequacy of the supply of 
osteopathic physicians is influenced by the supply of allopathic physicians, 
the number of osteopathic hospitals, the extent of cooperative relationships 
between the two types of physicians, as well as all the factors mentioned 
earlier in connection with optometry. 

The osteopathic physicians in New Engliind contribute substantially to 
the number of general practitioners located throughout the region, 
particularly in less populated areas. Despite N^w England's favorabje 
overall ratio of population per physician, several counties or other 
geographic areas in New England are designated as physician shortage areas 
by the federal government for the purpose of repayment of student loans, 
and two states have reix)rted a shortage of family physicians and an 
overabundance of certain specialists. - ^ 

By 1990, 383 (75.2 percent) of the 1973 pool of 509 active New England 
osteopathic physicians mil be age 65 or over. While physicians do not 
necessarily retire at age 65, most of this proportion will no longer be 
providing full-time osteopathic medical care. This loss will not be 
compensated by an equal input of new osteopathic practitioners if the 
present educational situation persists. It will represent a depletion of 
the number of general practitioners in many areas in New England, thus 
reducing the availability of imnnediate primary care for many of the 
region's residents and eliminating the opportunity to choose the osteopathic 
approach to medical care. ; 
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PODIATRY 



The podiatry manpower informg^tion reported in this chapter is based 
upon data^onpiled as the resUlt pf a nationwide survey of podis^trists 
conducted late in 1974 by the National Center for Health Statistics (NCHS) 
in collaboration with^^the Bureau of Health Manpower, both of the Health 
;te30urces Administration of USDHEW. The staftislJicB used in the following 
tables were adjusted by* NCHS for the survey's non-response rate, and refer 
to podiatrists active in patifent care. Since 99. 5 percent of all active 
podiatrists, in the United States are involved to scMiie extent in patient 
care, and since most of the non-patiefit care activijt,ies such as teaching, 
research, or administration are ^nducted in association with a college of 
pediatric medicine, it is safe to^ assume that ^he statistics used here 
include virtually all of New Erji^and's active podiatrists. 

One^ of the two critical f'eatures of the pediatric manpower situation - 
ift New England is the uneven distribution of active'podiatrists throughout 
the regiop. The three northejrnijiost states, witK comparaftvely large - 
geographic areas, are the location of only eight percent of the region's 
y pediatric practices. However, because of the greater lumbers of podiatrists 
-in Connecticut and Massachusetts, the ratio of population per podiatrist 
for the region is lovter^ and. therefore more favorafi^lfe, than the total 
ratio for the United States. It should be noted that, for reasons cited 
at the end of the optometry section of this chapter, these ratios are 
presented for the purpose of conparisons, without evaluating their adequacy 
in terms of health care delivery. 

The second critical feature is the age maldistribution ainong the 
region's podiatrists.' In' 1974, half of the active poc^iatrists were over 
55 years of age, and, aa in optometry and osteopathic medicine in New 
England, it can be assumed that the high percentage of older practitioners 
portends an accelerated withdrawal from active practice of the current 
pool of active ^podiatrists during the next 15, years. 

PODIATRIC MANPOWER IN NEW ENGLAND ' " . ' 

The data in Table III-15 indicate that, as a region. New England has 
a lower, more, favorabl^, ratio of population- per -^practitioner in the fields 
of podiatry and orthopedic surgery than does the United States. However, 
this regional ratio is somewhat mislding, since further exiamination of 
Table 111-15 revjeals that Maine, New Hampsliipe and Vermont have population 
to podiatrist ratios that are considerably higher than the U.S. ratio. 
In other w6rds, these three states have- relatively fewer podiatrists to ^ 
serve their populations. Moreover, Maine and New* Hampshirfe also had, in 
1973, ratios of population per orthopedic surgeon that were higher (i.e., \ 
less faVorable) than the overall U.S. ratio. Since 84 percent^ of the 
region's podiatrists, as weU as 79 percent of the orthopedic surgeons, 
reside in Connecticut and Massachusetts, it appears that New England's 
ratios 'are lower *than the U.S. ratios only by virtue. of the presence of 
relatively large ntSmbers of podiatrists and orthopedic surgeons in the 
region's twp most populous states. / 
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The physician data does not distinguish board-certified orthopedic 
surgeons from board- eligible and non-board-certified practitioners of. 
orthopedic surgery. Twenty- two percent of the total nunber of 700 
orthopedic surgeons in New England did not have office -based practices, 
but viere involved in residency training-or iJi teaching^ research , or full- 
tiaie hospital staff positions, and w^re less likel/ to be located in non- 
metropolitan areas of the ^region. Furthermore, orthopedic surgeons do not 
necessarily specialize in problems of the foot, although they are qualified 
to do so; thus, an exact number of jAysicians vho are board-certified 
orthopedic surgeons and who actually specialize in foot disorders is iiot 
known. 

The nunber of female podiatrists is quite small, both regionally and 
nationally, as seen in Table II I -16, The percentage of women practicing 
podiatry in New England in 1974 was sligjitly higher than the percentage 
for the United States, 4.8 percent and 3.8 percent respectively. Because 
the proportion of female podiatrists is so low, it cannot be expected to 
chaise rapidly* but it could increase gradually if a greater nunber of women 
are graduated frm colleges of podiatric medicine. 
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GEOGRAPHICAL DISTRIBUTION OF PODIATRISTS IN NEW ENGLAND 

The distribution of podiatrists by coun€y in each New England state 
in 1974 appears in Tables III-17a through III-17£. Of a total of 67 counties, 
23 counties are without podiatric practice, and another 13 counties each 
have only one active podiatrist in practice. The distribution of podiatrists 
by county thus differs substantially from the distribution of optometrists 
or osteopathic physicians, in that 84 percent of New England's active 
podiatrists are located in just two states while eight percent are spread 
out in three states - Maine, New Hampshire and Veimont - that have 
comparatively large geographic areas. 

The caveat that acconpanied the discussions of the geographic * 
distribution of optometrists and dsteopaths is applicable to the podiatric 
manpower situation as well. That is, while the distribution %y county ;is 
a more detailed examination of a state's manpower than is the total nurTd)er 
of practitioners, it does not present the entire picture; ,there are many 
other factors which determine or influence the adequacy of health car^e in 
a given area, irfiether it is a county, state or region. Even within that 
context, it is evident that in many areas of New England there is little 
or no access to podiatric care. 

Further evidence of the lack of availability of podiatric care is 
provided by the U.S. Department of Heglth, Education, and Welfare (USDHEW) , 
which has recently designated 29 of the 45 counties in Maine, New Han5)shire, 
Rhode Island and Vermont as shortage dreas having an unmet need for 
podiatrists* services^. Certain areas within some counties in Connecticut 
were also so designated. A podiatfist irfio establishes practice in such ^n 
area is eligible for repayment "bf a portion of the educational loan made 
to cover the cost of a podiatric medical education. 

In short, despite the fact that the region? s overall ratio of 
population per podiatrist is lower than the average U.S. ratio, the 
distribution of podiatrists within New Inland is such that substantial 
geographic portions of four of the six states are recognized as having 
insufficient supply of podiatric services to meet the needs of their 
populations. 
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TABLE III-17a / 
DISTRIBUTION OF ACTIVE PODIATR.StS IN CONNECTICUT 





Estimated 


Active 




Population 


Podiatrists 


County 


1973 


1974 


Fairfield 


787,800 


S6 


Hartford 


824,200 


43 


Litchfield 


146,900 


3 


Middlesex 


121,000 


6 


New Haven 


756,800 


53 


New London 


239,800 


10 


Tolland 


110,900 


1 


Windham 


88,300 


1 


Total 


3,076,000 


173 



r 



Sources: Current Poj^lation Reporter Series P-26, No. 79, 
"Federal -State Cooperative Program for Population 
Estimates: Estimates of the Population of 
Connecticut Counties: July 1, 1972 and 1973," U.S. 
Departmat of Commerce, Bureau of the Census « 
(Washington: Govemnent Printing Office, August 1974) 

1974 Survey of Podiatrists, National Center for 
Health Statistics, Health Resources Administration, 
U9]HEW, preliminary data and unpublished data 
provided June 1975. 
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TABLE in-17b 
DISTRIBUTION OF ACTIVE PODIATRISTS IN MAINE 





Estimated 


Active 




Population 


Podiatrists 


County 


1973 


1974 


Androscoggin 




J 


Aroostook 


94,800 


0 


Cumberland 


197,200 




Franklin 


23,600 


0 


Hancock 


37,000 


1 


Kennebec 


98,300 


2 


Knox 


31,100 


1 


Lincoln 


21,600 


0 


Oxford 


44,900 


0 


Penobscot 


129,600 


2 


Piscataquis 


16,400 


0 


Sagadahoc 


24,900 


0 


Somerset 


41,500 


0 


Waldo 


25,500 


0 


Washington 


31,200 


0 


York 


117,600 


0 


Not Reported 




JL 


Total 


1,028,000 


19 



Sources: Current Population Reports, Series P-26, No. 59, 
"Federal -State Cooperative Program for Population 
Estimates: Estimates of the Population of hfaine 
Counties: July 1, 1972 and 1973," U.S. Department 
of Commerce, Bureau of the Census (Washington: 
I Government Printing Office, March 1974). 

1974 Survey of Podiatrists, National Center for 
Health Statistics, Health Resources Administration, 
USDHEW, preliminary data and unpublished data 
provided June 1975. 
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TABLE ni-17c 
DISTRIBUTION OF ACTIVE PODIATRISTS IN MASSACHUSETTS 

\ 

\ • 



County , 

Barnstable 
Berkshire 
Bristol 
Dukes 
Essex 
Franklin 
Hampden 
Hampshire 
Middlesex 
Nantucket 
Norfolk 
Plymouth 
Suffolk 
Worcester 
Not Reported 

Total 



Estimated 
Population 
1973 

109,000 
148,900 
461,300 

6,900 
647,400 
60,900 
461,000 
134,300 
1,421,800 

4,200 
614,300 
364,700 
*734,700 
648,900 



5,818,000 



Active 
Podiatrists 
1974 

9 
5 

• 16 
0 
44 
* 1 

88 

0 
31 
16 
60 
36 

2 

346 



\ 

Sources: Cwrrent Population Reports, Series P-26, No. 91, 
"Federal -State Cooperative Prograin for Population 
Estimates: Estimates of the Population of 
Massachusetts Counties and Metropolitan Areas: 
July 1, 1972 and 1973/' U.Si Department of Comnerce, 
Bureau of the Census (Washington: Goveninent 
Printing Office, October 1974). 

1974 Survey of Podiatrists, National Center for 
Health 'Statistics 9 Health Resources Administration, 
USDtEW, prelioinary data and unpublished data 
provided June 197 5 • 
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TABLE III-17d 
DISTRIBUTION OF ACTIVE PODIATRISTS IN NEW HAMPSHIRE 



County 

Belknap 
Carrol 
Cheshire 
Coos 
Grafton 
Hillsborough 
Merrimack 
Rockingham 
Strafford 
Sullivan 
Not Reported 

Total 



Estimated 
Population 
1973 

34,800 
20,800 
55,300 
34,000 
57,900 

237,700 
87,400 

153,700 
77,200 
31,900 



791,000 



Active 
Podiatrists 
1974 

1 
0 
1 
0 
2 
9 
2 
2 
2 
2 
_2 

23 



Sources: Current Population ReportB, Series P-26, No. 52, 
•'Federal -State Cooperative Program for Population 
Estimates: Estimates of the Population of New 
Han9)shire Counties and Metropolitan Areas: 
July 1, 1972 and 1973," IJ[.S. Department of Conmerce, 
. Bureau of the Census (Washington: Government 
Printing Office, January 1974) . 

- 1974 Survey of Podiatrists, National Center for 
Health Statistics, Health Resources Administration, 
USDHEW, preliminary d^ta and Unpublished data 
provided June 1975. 
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TABLE ni-17e 
DISTRIBUTION OF ACTIVE PODIATRISTS IN RHODE ISLAND 



County 

Bristol 

Kent 

Nevyport 

Providence 

Washington 

Total 



Estimated 
Population 
1973 

46 ,100'* 
148,700 

99,700 
586,300. 

92,200 

973,000 



Active 
Podiatrists 
1974 

1 

7 
1 
41 

_3 

53 



ERIC 



Sources: Current Population Reports ^ Series P-26, No. 65, 
. "Federal-State Cooperative Program for Population 
Estimates: Estimates of the Population of Rhode 
Island Counties and Metropolitan Areas: July 1, 1972 
and 1973/' U.S. Department of Commerce, ^reau of 
the Census (Washington: Government Printing Office, 
April 1974). 

1974 Survey of Podiatrists, National Center for 
Health Statistics, Health Resources Adninistration, 
USDHEW, preliminary data and unpublished diita 
provided June 1975. 
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TABLE ril-17f 
DISTRIBUTION OF ACTIVE PODIATRISTS IN VERMONT 



Estimated Active 
Population Podiatrists 



County 


1 1973 




1974 


Addisoa 


24,800 




0 


Bennington 


28,800 




0 


Caledonia 


24,000 




1 


Chittenden 


105,700 




0 


Essex 


5,700 




0 


Franklin 


32,700 




0 


Grand Isle 


3,900 




0 


Lamoille 


14,200 




0 


Orange 


19,100 




0 


Orleans 


21,300 




0 


Rutland 


54,700 




1 


Washington 


48,300 




1 


Windham 


35,100 




1 


Windsor 


46', 000 




2 


Not Reported 






1 


Total 


464,000 




7 



I 



Sources: Current Population Reports, Series P-26, No. 49, 
"Federal -State Cooperative Program for Population 
Estimates: Estimates of the Population of Vermont 
Counties: July 1, 1972 and 1973," U.S. Department 
of CcMTinerce, Bureau of the Census (Washington: • ^ 

Government Printing Office, January 1974). ^ 

1974 Survey of Pd&iatrists, National Center for 
Health Statistics » Health Resources Administration, 
US)HEW, preliminary data and urqpublishexl data 
provided June 1975. 
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TYPES OF PRACTICE 



\ 



Almost 90 percent of the active podiatrists in New England in 1974 
were solo practitioners, according to Table III-18, a percentage that is 
somewhat higher than the 80.7 percent of podiatrists in solo practice in 
the United States. The difference appears to be accounted for primarily 
in the percentages of partnership and group practices, categories that 
include 9.0 percent of New England's active podiatrists but 15.7 percent 
of all active podiatrists in the United States. 

4 

In New England, the highest percentages of solo practitioners are 
located in the three' states that have the fewest active podiatrists, while ' 
the greatest diversity of types of practice is in Connecticut, Massachusetts 
and Rhode Island, where the nunber of podiatrists is larger and the 
population per podiatrist ratio is lower. 

jrhese statistics indicate a situation similar to that in optanetry, 
"^and the same conclusion and forecast can be made: since an overwhelming 
majbrity of active podiatrists are solo practitioners, it is unlikely 
that a greater percentage of partnerships and group practices can be 
aqhieved in the immediate future. A change in proportions will occur only 
if new pediatric graduates can be attracted to modes of health care 
delivery other than solo private practice c 

Table 111-19, containing statistics on specialty areas within 
podiatric medicine, reveals that nearly nine out of ten active podiatrists 
in New England as well as nationwide are engaged in general practice. 
The percentage of podiatrists practicing in a specialty area, such as 
surgery or podogeriatrics, is ){enerally higher in Connecticut and ' 
Massachusetts than in the other New England States. iDverall, the region 
has a slightly larger proportion of podiatrists in general practice than, 
does the U.S., and a smaller percentage of podiatrists specializing in 
surgery. 

The predominance of podiatrists in solo practice and general practice 
in New England may very well be related to thexr thin geographical 
distribution, especially in Maine, New Hanpshire and Vermont. The only 
practitioner in a county would find it inpractical, if tlBt i^rpossible, to 
develop a practice limited to a specialty. However, another factor may be 
the age distribution 'of podiatrists in New England. National data for 
1970 indicated gre?ite/ diversities of types of practice and of specialty 
practice among younger podiatrists^, and, as discussed in the next section 
of this chapter, the proportion of youngef podiatrists in New England is 
smaller than in the rest of the country. 
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TABLE 11 1-18 
TYPE OF POOIATRIC PRACTICE BY STATE, 197tf 

1 



m 





CT 


m 


MA 


NH . 


Rl 


VT 


Total 
N.E. 


Total 
U.S. 


Solo 


138 


IS 


321 


22 


SO 


7 


557 


5,719 


Peraent 


7S.8 


100.0 


92.8 


9S.6 


94.3 


lOQ.Q 


89.7 


80.7 


PartneitMiip 


35 


0 


14 


0 


3 


0 


52 


950 


Percent 


20.2 




4.0 




5.7 




a. 4 


13.4 


Group 


0 , 


0 


4 


■ 0 


0 


0 


4 


1-67 


Percent 






1.2 








0.6 


2.3 


Government 


















Organizations^ 


0 


0 


2 


0 


0 


0 


2 


120 


Percent 






0.6 










1.7 


hfon -Government 


















Organizations^ 


0 


0 


5 


1 


0 


0 


6 


117 


Percent 






1.4 


4.4 








1.7 


Other/ 


















Not Reported 


0 


0 


0 


0 


. 0 


0 


0 


12 


Percent 


















Total 
Percent 


173 
100.0 


19 
100.0 


346 
100.0 


23 
100.0 


53 
100.0 


7 

100.0 


621 

100.0 


7,085 
100.0 



^Includes military. 

* Includes those employed by another podiatrist. 

Source: 1974 Survey of Podiatrists, National Center for Hea;^th Statistics, 
Health Resources Administration, USDHEW, prelimiwry data and 
uiqiHiblHhed data provided June 197^ 
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T^BLE 1 11 -19 
PODIATRIC SPECIALTY PRACTICE' BY STATE, 197'* 





a 




* 


NH 


RI 


vr 


Total 
N.E. 


Total 
U.S. 


General Practice 


151 


16 


301 


22 , 


47 


7 


544 


5,934 


Percent 


87.3 


84.2 


87.0 


9S.7 


88.7 




87.6 


83.8 


Surgery 


8 


1 


12 


1 


3 


0 


25 


776 


Percent 


4.6 


5.3 


3.5 


4.S 


5.5 




4.0 


10.9 


Orthopedics or 


















Biomechanics 


11 


2 


20 


0 


2 


0 


35 


247/' 


Percent 


6.4 


10. S 


5.5 




3.5 




5.5 




Podogeriatrics 


2 


0 


12 


0 


1 


0 


15 


103 


Percent 


1.1 




3.5 




1.9 




2.4 


., 1.& 








1 


0 


0 


0 


2 


25 


Percent 


0.6 




0.2 






_ 


0.4 


0.3 


Total 
Percent 


173 
100.0 


19 
100.0 


346 
100.0 


23 
100.0 


53 
100.0 


7 


621 
100.0 


7,085 
WO.O 



Source: 1974 Survey of Podiatrists, National Center for Health Statistics, 
Health Resources Administratioii, U9)HEW, preliminary data and 
unpublished data provided June 1975. 
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AGE DISTRIBUTION OF ACTIVE PRACTITIONERS 

In 1974, the mean or averajge age of active podiatrists in New Englajid 
vias 5^ years, ccaqpared to the mean age of 49.7 years for all active 
podiatrists in the United States. The median age, or the age at which 
exactly 50 percent are olcfer, was 54.9 years in New England and 50.6 years 
for the total United States. In none of the six New England states was a 
me^i or median age lower than those qf the United States total. 

The age distribution for each New England state, the region, and the 
total United States is shown in Table 111-20. It is inmediately apparent 
that New England has a smaller percentage of active podiatrists in the three 
younger age groups than the rek of %he United States, and a correspondingly 
higher percentage in the three older age groups. These differences are 
depicted in Figure III-9, which illustrates the age distribution by percent 
for New England, the non-New England states, and the United States total. 
For a comparison with the age -distribution of physicians (M.D.) 4ji the 
United States, refer to Figure III -8 in the section on osteopathy] in this 
chapter. / 

Figure III -10 illustrat:es the age distribution of ^^ctive podiatrists" 
in New England in 1974 according to the total nurber in each age group, 
while Figure HI-11 depicts the age distribution for each New England 
state Differences among the states, in nunbers and in distribution, are • , 

readily apparent in Figure 111-11. Each state except Rhode Island has the. 
largest nunber erf podiatrists in the 50-59 age group, \a proportion amounting 
to at least one-third of each state.' s active podiatrists. In Rhode Island 
the largest proportion is in the 60-69 age group. 

The age maldistribution of podiatrists in New England; similar to that 
of the region* s osteopathic physicians, is such that the high percentage of 
podiatrists in the older age groups implies that a substantial proportion of 
the currently active p6diatrists will soon withdraw from practice. This 
attrition resulting from retirement or death can only be counterbalanced by 
a sufficient ii^ut of new podiatrists "into the region, especially into those . 
areas in New England where their skills and services are urgently needed. 

. ': - - V 
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TABLE 1 1 1-20 
ACTIVE PODIATRISTS BY AGE AND STATE^ 1974 



















iNun 


Text at 


. . Age ' 


CT ' 


ME 


MA 


NH 


•RI 


VT 


N.E. 


N.E. 


U.S. 


Under 30 


7 


0 


5 


1 


4 


0 


17 


488 


505 


Percent 


4. t/ 




i. 4 


4. 4 






2. 7 


7. o 














D 


1 
1 


bo 






Percent 


IS. 9 


10. s 


6.1 




11. z 


14. S 


9.0 


19.2 


18.3 


40-49 


42 


2 


60 


5 


16 


0 


125 


1,413 


1,538 


P&rcent 






27. J 


21. 7 


SO. 2 




20. 1 


21.9 


21.7 


jU- ay 


Do 


7 




Q 


" ft 






1 7?Q 

1 y / ^y 




Percent 


33.5 


36.9 


35.6 


3S.2 


25.2 


57.1 


33.7 




27.3 


60-69 


37 


5 


110 


5 


17 


2 


176 


1,289 


1,465 


Percent 


22.4 


26.3 


31.8 


21.7 


32.1 




28.4 


19.9 


20.7 


70 and over 


5 


3 


27 


1 


2 


0 


38 


306 


344 


Percent 


2.9 


15.8 


7.8 




3.5 




e.2 


4.7 


4.9 


Total 


173 


19 


346 


23 


53 


7 


621., 


6,464 


7,085 


Percent 


100.0 


100.0 


100.0 


100 0 


100.0 


100.0 


100.0 


100.0 


100.0 


MEAN 


50.9 


S).2 


55.9 


52.4 


51.1 


54.5 


54.0 


49.3 


49.7 


MEDIAN 


51.8 


57.4 


56.6 


53.4 


50.1 


55.7 


54.9 


50.0 


50.6 



Source: 1974 Survey of odiatrists. National Center for Health Statistics, 
Health Resources Administration, USDHEW, preliminary data and 
unpublished data provided June 1975. 
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FIGURE 1 11-9 

COMPARATIVE AGE DISTRIBUTIONS OF ACTIVE PODIATRISTS, l^7h 



20 - 




10 - 



<30 



30-39 



ko-iv9 50-59 
Age Groups 



60-69 



70+ 



I I New England States 

Non-New England States 
Total United States 



Source- 1974 Survey of Podiatrists, National Center for Health Statistics, 
Health Resources Administration, USDHEW, preliminary data and 
unpublished data provided June 1975. 
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FIGURE III-IO 

AGE DISTRIBUTION OF ACTIVE PODIATRISTS IN NEW ENGLAND, 197tf 



300^ 



Z 200 



100 



(Total=621) 



17 



56 



125 

( 20.1%) 



209 
( 33.7%) 



176 



38 
6.1% 



70+ 



Age Groups 



Source: 1974 Survey of Podiatrists, National Center for Health- Statistics, 
Health Resources Administration, USDHEW, preliminary data and 
unpublished data provided June 1975. 
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FfGURE III-ll 
ACTIVE PODIATRISTS BY AGE, NEW ENGLAM) STATES, im 



No. 

CT 



100 - 



<30 30^ 40^ Sy» 

Age Groups 



No. 



100 - 
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<30 3009 40-49 50-91 M 69 70i 

Age Groijps 

No, \ 



100 - 



\ 



RI 



4 



14 



n n 



OO 40^ »M <0-«9 TO* 

Age Groups 



No. 



100 - 



OO 3(K)» 40-49 «^ <04* TO* 



Age Gnxqjs 



No. 



100 - 



NH 



A 



OO 30 39 40-49 »-9> tO » 90* 

Age Groups ' 



No. 



100- 



VT 



9 A 



OO 304> 40-49 aM» 40-49 7P«. 

Age Groqps 
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Source: 1974 Survey of Podiatrists, National Center for Health Statistics, 
Health Resources Administration, USDHEW, prelininar/ data and 
unpublished data pro\rided June 1975. 
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DEMAND FOR HEALTH CARE 



The problems ohe confronts v*ien trying to define, measure or project 
"adequate health care" have been discussed in the optometry section of this 
chapter. The individual influences and interactive effects of the many 
factors involved, as well as the intangible or elusive nature of some of 
them, have so far precluded definitive analysis, htonetheless, two aspects 
I of the pediatric data presented in this chapter - the geographical aild age 
distributions witiiin New England - indicate that there is an unmet lieed 
for pediatric servi<;ps and that the total number of active podiatrists may 
soon decline if the number of new podiatrists entering the region does not 
equal the expected withdrawal of pediatric practitior^ei^'. 

Fbr example, of the 621 New Englan4 podiatrists who were in active 
practice iii 1974, 435 (70 percent) will be age 6.5 or older by 19d0, 
compared to 53.6 percent of those in the, non-New England states. While It * 
is. true that not all of these 435 podiatrists will have retired frr^i active 
practice, the loss will still be substantial. In contrast, <aily 42 pttcwt 
of the 1973 pool of active and inactive M.D. 's will be age 65 or older iik 
1990. The national age imbalance in podiatry, like that in joptometry, Is 
the result of a postwar increaise of graduates from the colleges of tnese 
health care professions. 

The pediatric age imbalsmce in New England, likfe that in osteopathic 
medicine, appears to be the result of a decrease in the number of n«w 
practices being establishied by recent graduates of the colleges of podlatric 
medicine, since only 11.7 percent of New England's podiatrists are undit 
age 40, compared with 26.7 percent of the podiatrists in the otiicr 44 
states. The current and future pediatric needs of New ^land can be met 
only if the ejqiected loss of currently active practices is coiiqpensated by, 
at the very least, the establishment of arf equal niiiiber of new practices, 
and if these new practices are more widely distributed throughout the 
region - particularly in the three northern states. 
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CHAPTER IV 



OEMWCS FOR EDUCATION IN THE SELECTED HEALTH PROFESSIONS m 

Chapter III of this report described the present manpower distribution 
in this region for the professions of optometry, osteopathy and podiatry. 
In each prSfession, although at different rates, the age distribution 
indicates that those withdrawing from practice are doing so at a more rapid 
rate than those entering the professions. The factor of replacement is 
related in this chapter to the weds in New England for educational 
opportunities in these professions so that adequate mai^r may «>e 
prepared to meet anticipated demands for good health care for the citizens 
in this six-state region. 

1 ^ Is 

OPTOMETRY 

' While the development of new schools of optometry and the expansion 
at some existing schSls have increased the national capacity for optometric 
education, a ntSber of factors have decreased the accessibility of an 
optometrii education for many applicants. New England residents «re f^ing 
it increasingly difficult to gain admission to an optometric college other 
Jtan^SiSSchusetts Collegl of Optometry (MOO). TV«> statistics indicate 
the magnitude of MDO's role with respect to optometric education for New 
England residents: 

1. In the 1974-75 academic year, 65 percent of the New England 
r-jsidents attending colleges of optometry were enrolled at 
MCO. 

2 Of the 1,308 active optometrists in New England in 1973, 
' nearly 64 percent had received their optometric education at 
MCO. 

The role of a college of optometry located in New England increases 
in iiiportance when considered in the context of the impending attrition of 
curmtly active practitioners; the projected New Eyigland pojmlation 
increase, and the potentially increased demand for optometric services if 
national health insurance legislation is enacted. 

FACTOtS AFFECTING ENR0LLMB4T IN COLLEGES OF OPTOMETRY 

At present there are 12 colleges of optometry in the United States, 
five of which are independent, f«e-standing SSfL^^ 
MtssachusetU College of Optometry (see (Hiapters I and VIII). The two 
S^irSStly fbundid schobls, in Alabama and New York, are affiliated 
3th state university systems. TTie schools which are "^^g* Pj2»^nf. 
nSes in Florida, Michigan and Missouri will also be affiliated with 
state universities. 
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• expansion of optoroetric enrollment 

States will take place through the creation of nevfc colleges 
rather than through further expansion in existing colleges. In fact, some 
colleges are considering a reduction in their total enrollment in contrast 
to the increases lAich continued unabated during the last decade. For 
exmple, the Southern College of Optometry in Nenphis, Tennessee, has 
received approval from its trustees to reduce gradually the size of its - 
first-year class during the next few years, as new colleges of optometry 
are opraed in the southern region. Aity reductions at other colleges will 
be at the mcpense of openings for out-of-state students, regardless of the 
school's public or private sta,tus and undoubtedly, new colleges will give 
highest priority to applicants from within the home state. 

. Second priority will be accorded to those applicants ,from states which 
have arranged fonnal contractTwith a%^tometr5K»llege, reser^ a 
certain nwber of openings for qualified applicants #tn that state. This 
contract $ystem, in which a state pays the school a Ixed sin for each 

2S?2!ii*S!!i^!f ^JSS^ " fiecotiug more wid^raad. Hie Southern 

Regional Education Board (SREB), an interstate organization similar to the 
New England Board of Higher Education (NBBHB), is 'the administrative body 
for a system of contracts involving ti» three optometric colleges and 12 of> 
the 14 states in the southern region.* Since the states of Alabama and 
Texas each have a state university-affiliated school of optometry, they do 
not contract for additional openings at other schools. Tables IV-1 and 
IV- 2 present a detailed simnary of the SREB states and colleges inVolved. 
States outside the southern region also participate in contracts for any 
remaining spaces at the colleges. 

As a result of this foimal and fiscal support for optometric education 
in some states and regions, third priority status is given to those 
applicants from states having no college and no contract antagements. and 
wen less priority is afforded those who apply from a non-contract state' 
whicb doee have Its own college of optometry. In some cases, this lowest ' 
level of admissions consideration may extend to other states near a state 
having a school, especially if they fom a recognizable region. From the 
point of view of an admissions office, the six New England states conDose 
a region which is served by the Massachusetts College of Optometry, and 
applicants from New England will find it difficult to have their applications 
even considered at many of the colleges of optometry. yv^^^uons 



The following states are members of the Southern Regional Education 
Board: Alabama, Arkansas, Florida, Georgia, Kentucky, Louisiana, 
Jfcryland, Mississippi, North Carolina, South Carolina, Tennessee 
Texas, Virginia, and Wtest Vii^inia. ' 
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TABLE IV-1 

OPTOMETRY STUDENT QUOTAS IN SREB STATES, FALL im 
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Contracting 
State 


College of Optometry 


Entering 
Quotas 


Total 


Arkansas f 


Southern College of Optoroetry 
iiniviirsitv of Houston 


12 
1 


13 ' 


Florida 


Southern College of Optometry 

l||niversitY Houston 


15 
5 


20 




Southern CoUeffe of ODtcmetrY 


12 


12 


Georgia 
Kentuckv 


Southern College of Optometry 
University of Alabaiw 
University of Houston. 


. 2 


10 


Louisiana 


Southern College of Optometry 
University of- Alabama 
University of Houston 


7 
1 
4 


12 


Mississippi 


Southern Collepe of Optoroetiy 


5 


5 


J 

Southern College of Optometry 
University of Alabama 
University of Houston 


8 

1 
1 


— ♦ 


North Carolina 


Southern College Oif Optonietry 
University of Alabama 


14 
2 


16 


South Carolina 


Southern College of Optometry 
University of Alabama 


8 

2 


10 


Tennessee 


Southern College of Optometry 


18 


18 


Virginia 


Southern College of Optometry 
University of Alabama 


3 


5 


West Virginia 
Total 


Southern College of Optometry 


6 


6 




137 


137 



Source: The Southern Regional Education Board, Atlaata, Georgia, data 
provided September 1974. 
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TABLE IV-2 

STUDENT QUOTAS IN SREB COLLEGES OF OPTOMETRY, FALL 197^ 



College of 
Optometry 



Contracting 
State 



Entering 
Qiibtas 



Total' 



Southern College 
of Optometry 



University of 
Alabama 



University of 
Houstc^ 



Total 



Arkansas 


12 




Florida 


IS 




Georgi^r ' 


12 




KentuclQ^ 


6 




Louisiana 


7 




Maryland 


5 




Mississippi 


8 




North Carol ink 


14 




South Carolina 


8 




Tennessee 


18 




Virginia 


3 


114 


West Virginia 


6 


Kentucky 


2 




Louisiana 


1 




Mississippi 


1 




North Carolina 


2 




South Carolina 


2 




Virginia 


2 


10 


Arkansas 


1 




Florida 


S 




Kentucky 


2 




Louisiana 


4 




Mississippi 


1 


13 




- 137 


137 



*Total SREB contract students. 

Source: The Southern Regional Education Board, Atlanta, Georgia, data 
provided September 1974. 
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APPLICA^^TS from t€W ENGLAND 

Data on the number of New England applicants to the colleges of 
optometry are neither readily available nor entirely consistent. One 

for this situation is that some schools wi^l not even consideV an 
anplicatioh from a New England resident; the college of optoirjtry at the 
diversity of Houston, for example^ts >°se stotes with which has a 
formal contract arrangement and therf^tions that>-all otl«' states are 
, excluded at this time." Other schools discourage applicants from states 
having no contract arrangements by listing the otder of admissions , 
TefSeZes - in-state, contract states, non-contract states - or advising 
the student to seek admission in his own region. Some examples from the 
most recent ca^logs include the following: 

It is suggested that your chances of selection are enlianced 
by applying to optometry colleges within your residence area. 
(Pennsylv^ia College of Optometry) 

This year we will continue accepting a greater nimber of 
applicants from other states with preference to those states 
having contractual agreements with our College. (Southern 
California College of Optometry) 

Most students admitted will be from Ohio. For non-Ohioans, 
priority in admissions will be given to applicants from states 
having contracts. (The Ohio State University College of 
Optometry) 

Another factot that complicates admissions data is that for some 
optometry colleges located in universities, an applicant nust first be 
qualified for entrance to the university, and only those applications 
surviving this first screening process are considered by tl» college ot 
optometry. The University of California, Be'^S^^^^i^nf^fJip't^al 
example of this process in which it is ppossible to determine the total 
number of applications submitted to the* optometry college. ^ 

Despite these factors, it can be stated that all the health professions 
have seen increases in the number of applications to their schools during 
the past decade. The qjtometry colleges are receiving inqu^i^s tnd 
applications in quantities many times the number that can be adnitted to 
their first-year classes. At the Massachusetts College of Optometry, .for 
exaraole; the ntmber of completed applications has increased from 185 in 
1964 to 506 in 1974, and the ratio of completed applications to number of 
entering students durin that period hiis been as high as eight to one. A 
large percentage of the applications to MCO are from of non-New 

England states? perhaps because the private, free-ktanding colleges of 
oDtometry that do not yet have an -extensive contract system for their 
^rollment are the. only schools to which many students m^sppiyj^ any 

of acceptance. This situation increases the competition between 
applicants f?om the region in which the college is located and those from 
oStside the region. An admissions officer mjjst ^ornetimes mke a di« 
decision between an extraordinarily qualifiefi applicant from outside th^ 
college's reeion and a well-qualified candidate from withm the region. 
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ENROLLMENT OF NEW ENGLAND STUDENTS IN COLLEGES OF OPTOMETRY 

During the past ten years, the number of New fingland residents 
attending colleges of optometry has doubled. As seen in Table IV- 3, tht 
nunber of New England residents enrolled in U.S. optoinetry*colleges has 
increased from 97 in 1964 to 203 in 1974. The increase in some New England 
states has been more steady than in others, but each state shows a net 
increase from 1964 to 1974. The total enrollment at all U.S. optometry 
colleges has more than ddubled between 1964 and 1974, a period in which two 
new colleges of optometry were opened. The proportion of New England 
students to the total enrollment has declined from 6.9 percent in 1965 to 
5.5 percent in 1974. 

» « 
In the academic year 1974-75 , almost two-thirds of the New England 
residents enrolled full-time in a college of optometry were attending the 
Massachusetts College of Optometry, as shown in Table IV- 4a. Enrollment 
at the Pennsylvania College of Optometry (PCO) accounted for 17.1 percent 
of New England's optometric students, the second largest proportion. The 
remaining 17.2 percent were enrolled in nine of ten other optometry colleges 
in the United States, with one Massachusetts student attending the optometry 
school at the University of Waterloo in Ontario, Canada. It is significant 
that only ten New England residents, or 4.9 percent, were enrolled in the 
optometry colleges that are affiliated with public universities. 

In the first column of Table IV-4b/t can be seen that in 1974-75, 
only one firat-'year optometry student £ran New England was enrolled in a 
publicly supported college of optometry. The remaining 69 first -year 
students were enrolled in five of the six private optometry Colleges , . 
including 49 students (70 percent) at MCX) an<i.l4 students (20 percent)' at 
PCO. Clearly, the newer colleges of optometry, irfiich have been and 
continue to be founded in affiliation with publicly started universities, 
cannbt be looked upon as sources of optometric education for New England 
residents . 

The changing admissions policies at iKany optometry colleges and the 
increasing proportion of contracted spaces, point to a future uecrease in 
the number of New England residents enrolled in optometry schools outside 
the region. At the same time, the competition foi" admission to optometry 
schools nationally and within New England ii increasing* It appears that 
the Massachusetts College of Optometry may become virtually the only 
optometry school to which New Enjjlahd's aspiring Sptometric students may 
gain admission. 
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TABLE ^V-itb 
ENROLLMENT OF NEW ENGLAND RESIDENTS IN 
COLLEGES OF- OPTO M ETRY BY CLASS, 1974-75 





1st 


Year 


Znd 


Year 




Year 


till 




Total 0 


Colleges of : 
Optometry 


No. 


% 


No. 


% 


No. 




No. 


or 

% 


No. 


1 


MCX) 


49 


70.0 


23 


53.5 


26 


57.8 


36 


78.3 


134 


65.7 


,/ PCO 


:i4 


20.0 


7 


16.3 


10 


22.2 


4 


•^8:7 


35 


17.1 


ICO 


4 


5. 7 




0 2 
69 0 


7 


d 4 


2 


4 3 


9 


4.4 


PU 


1 


1.4 


3 


7.0 


0 




1 


. 2.2 


5 


2.4 


scco 


0 




2 


4.6 


0 




tf 




2 


1.0 


SCO 


1 


1.4 


3 


7.0 


3 


6.7 


1 


2.2 


8 


3.9 


lU 


0 




1 


2.3 


1 


2.2 


0 




2 


.1.0 


SUNY 


0 




0 




0 




0 




0 




TOSO 


0 




0 




1 


2.2 


1 


2.2 


2 


1.0 


UAB 


0 




1 


2.3 


n 

V 




0 




1 


0.5 


UC 


1 


1.4. 


2 


4.6 


0 




0 




3 


1.5 


UH 


0 




0 




1 


2.2 


1 


2t2 


2 


1.0 


UW 


0 




0 




1 


2.2 


0 




1 


0.5 


total 


70 


100.0 


43, 


100.0 


45 


100.0 


46 


100'. 0 


204 


100.0 



KEY: NCO-Massachusetts College of Optometry 
PCO-Pennsylvania College of Optometry 
ICO- Illinois. College of Optometry 
PU-Pacific University College of Cytometry 
SCCO-Southem California College of Optometry 
SCO-Southern College of Optometry 

lU- Indiana University Division of Optometry 
SUNY-State University of New York, College of Optometry 
TOSU-The Ohio State University College of Optometry 
ilAB-University of Alabama, Birmingham, College of Optometry 
UC -University of California, Berkelejy., College of Optometry 
UH-University of Houston College of Optometry 
UW-University of Waterloo (Ontario) College of Optometry 



Source: 1974-75 Annual Survey of Optometric Educational Institutions, The 
American Optometric Association, data provided June 1975. 



0PTO€TRIC COLLEGES ATTEfOED BY NEW ENGLAND PRACTITIONERS ' 

According to Table IV-5, 63.7 percent of the active optometrists in 
New England as of 1973, had been graduated from the Massachusetts College 
fL^lT "^' Pennsylvania College of .Optometry accounted 

for 18.1 percent of New England's active practitioners. While eight other 
optometry colleges m the United States and. the Canadian school in Waterloo 
had graduated 7 2 percent (the colleg<5| in Alabama and New York wfere too 
new to be included in the CMRP survey) . Approximately ten percent of the 
optometrists in New England had received their O.D. degree from schools 
which have either closed or merged with another institution (see Chapter I 
for historical develqjments) . 

In Connecticut Cd Veimont, more active optometrists are graduates of 
the- Pennsylvania College of Optometry than of the Massachusetts College of 
Optometry. It should be noted, however, that of those optometrists in 
Connecticut vjo reported their year of graduation, 74 (72.5 percent) 6f 
the total number of PCp graduates received their degrees before 1960 
Since 1960, there has been much less difference between the number of PCO 
fr?;;^^!'.^ gradiaies. Of. the 58 active practition^s 

in Connecticut who graduated ainoe 1960, 28 aftended PCO and 22 attended 

« 

The' source of optometric education for Vermont practitioners has * 
undergone a more pronounced shift since 1960; of the 18 active optometrists 
who have graduated since I960, eight received their degrees from MCO, while 
three graduated from PCO. The change in proportions in these two states is 
consistent with the increasingly regional admissions policies of most 
optometric colleges. 

Figure IV-1 depicts the distribution of New England's active 
* optometrists by year of graduation through 1969, which is very similar to 
the age distribution shown in Figure III-2. Of the 1,906 optometrists who 
IT'il^ ^^^"^ g^a^^Vation 617 (56.3 percent) graduated in the 1940s 

and 1950s. The graph also depicts the proportions of graduates of MCO. 
PCO and other colleges, some of which have clo§ed of merged. The percent 
of New England optometrists who graduated from MCO in the 1940s and 1950s 
IS less. than 60 percent for each period, increasing to 74.3 percent in the 
1960s. The percentage of New England optometrists^ who graduated from PCO 

been in the 1940s and 1950s. Data for - 
the 1970s are insufficient to be included. 

SUMMARY 

Residents of the New England states are finding it increasingly difficult 
to gain admission to, or even to have their applications -considered by, a college 
of optometry other than the Massachusetts College of Optometry. The creation 
bf new optometric colleges in other states will not relieve the difficulties 
for applicants from New England, since these new institutions are being 
established to meet the needs of the regions in which they will be situated 



Becau ;e two-tftirds of the active optometrists in New England are 
oraduates cf MCO, it can be concluded that the presence of the college has 
enabled the region to attain a .relatively low ratio of population per 
optometrist, coB|)ared to the rest of the United States. Data are not 
available with which to detemdne how many of the region's optanetrists 
were not originally from a New England state, or how many New England 
re^dents have established practices outside the region, ^^f^er, tne 
Optometric Ktanpower Resources Project survey revealed that 74 percent ot 
the graduates of MDO are practicing in New England, a statistic that is 
discussed in more detail in Chapter VI. 

Minimizing the effects of the anticipated attrition of New England's 
currently active optometrists will not be possible without an optometric 
college located in this region, for it is unlikely that optometric graAiatQS 
who are not originally from New England could be attracted to the region 
in sufficient nunbers to coir|iensate for the expected loss of practitioners. 
Tlie high demand for optometric education has increased the iii|)ortance of 
each college of optOTietry to its own state or region. 
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TABLE IV-5 

ACTIVE OPTOMETRISTS IN NEW ENGLAND BY COLLEGE OF GRADUATION, 1973 



Colleges of Optometry 


cr 


ME 


m 


NH 


RI 


VT 


Total N.E, 
No. % 


^^ssachusetts College 
of Opjjtwnetry 


68 


81 


550 


44 


77 


13 


833 


, 63.7 


Pei^sylvania College 
of Optometry 


107 


11 


79 


8 


18 


1 14 


237 


18.1 


Illinois College of Optometry 


9 


3 


7 


5 


3 


'6 . 


33 


2.5 


Pacific University 
College of Optometry 


0 


1 


3 


r 


1 


1 


7 


O.S 


.Southern California 
College of Optometry 


3 


1 


0 


0 


2 


0 • 


6 


0.6 


Southern College of Optometry 


1 


1 


5 


0 


3 


, 1 


.. 11 


0.9 


Indiana University 
Division of Optometry 


1 


0 


3 


0 


0 


0 


4 


0.3 


Ohio State University 
College of Optometry 


7 


3 


8 


3 


2 


2 


25 


1.9 


University of California," 
Berkeley, School of Optometry 


1 


0 


2 


0 


0 


1 


4 


0.3 


University of Houston 
College 01 Optometry 

Other ^ 

< 


0 

54 


0 
13 


43 


0 
■ 8 


1 
11 


0 
5 


3 

134 


0.2 
10.2. 


Not Reported 


0 


0 


9 


0 


2 


0 


11 


0.9 


Total' 


251 


114 


711 


69 


120 


• 43 


1,308 


100.0 



'Includes University of Waterloo School Optometry, Ontario, Canada and 
schools and coll,eges that no longer exist. 

Source; Optometric Manpower Resources Project, Bureau of Health Manpower, 
Health Resources Administration, USDHEW, preliminary data 
published 4974. f 
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FIGURE IV-1 .^^ 
ICW ENGLAND ACTIVE OPTOCTRISTS BY YEAR OF GRADUAT I CX^i, THROUGH 1969 
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Prior to 1930 1930-39 1940-49 1950-59 1960-69 

Year of Graduation 



KEY: 



MCX) 



.-•.»••♦•■, 



PCO 



Other and Not Reported 
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Source: Optometric Manpower Resources Project, ?ureau of Health Manpower, 
Health Resources Administration, USDHEW, preliminary data 
published 1974. 14 i 



-OSTEOPATHY 



There appears to be an increasing demand for osteopathic medical 
education in the United States. Two new colleges accepted their fitst 
classes in 1974-75 (se6 Chapters I and VIII), and the number of 
plications for admission to all of the colleges has increased 
substantially in the past five years. These increases in applications 
and enrollment are consistent with a nationwide increase in the nunber of 
undergraduate Students who aspire to become physicians, either allopathic 
,or osteopathic. Nationally; the nunber of. osteopathic graduates has 
increased fairly steadily since 194&, with no postwar surge such as 
occurred in optometry and podiatry. 

New England residents who seek an oSteopal*l^:"9wical education must 
go outside the region. While oyer half the M^soarsupply of active 
osteopathic physicians iji New England verp gtfUmted before 1940, the 
nunber who graduated during the 1960s showed ifii..increase over the 
preceding decade. It is possible that this increase is continuing into 
the 1970s, although the return of new osteopathic graduated into the 
region may be affected by an apparently insufficient nunber of 
opportunities for postgraduate internships and residencies within New 
England. 



APPLICANTS FROM hEW ENGLAND 

The American Association of Colleges of Osteopathic Medicine (AACCM) 
plans to inplement a centralized, computerized application service for 
most of the colleges of osteopathic medicine', starting in 1975. It is 
expected that standardized and consistent information will then be 
available to meet the needs of the colleges, professional organizations, 
and state or regional health and education planning studies. However, 
for the present, application information specifically for the New England 
states is not available. 

for the school years 1963-64 through 1970-71, the ratio of nunber of 
applicants per first-year enrollment increased nationally from 3.3 
applicants per opening to 5.5 applicants per opening, with a high of 5.9 
applicants per opening in 1969-70. For the 1970-71 academic year, 3,700 
applicahts submitted 4,305 applications j this is' the only year for w^ch 
both the number of applications and the number of applicants are available. 
From 1971-72 to the present, only the nunbers of applications are available, 
rather than the numbers of applicants. Tl« raMo*of ai^lications por 
first-year opening increased from 6.4 per opening in 1970-71, to J2.5 per 
opening 1974-75. In those five years, the nunber of applications 
nearly tiiipled and the ratio of applications per opening nearly doubled. 
Although it cannot ^je determined whether each applicant is now submitting 
more aiq)lications^ than was the case in 1970-71, the data do seen to 
indicate that nationally during the past decade, there has been an 
increased interest in and demand for osteopathic medical education. 
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. ENWiLliCNT OF NEW ENGLAND. S-mOENTS IN COLLEGES OF OSTEOPATHIC MEDICINE 

Table IV-6 contains the manber of osteopathic students from each New 
England state since 1963-64, except for the .year 1968-69 when this 
infoxi»tion was not reported. According to the table, the lowest total 
New England enrollment since 1963-64 occurred in 1966-67, and the 
enrollment has been increasing significantly since then. TTie, percentage 
increase from 1966*67 to 1973-74 is 176 percent. By QOBspariftg the two 

• five-year periods that are separated by the unreported year, it can be 
seen that for each state except Vennont, the aVf^ge number of students 
per year increased from the first five-year period -(1963-64 to 1967-68) 

to the second (1969-70 to 1973-74) . For the total New England enrollment, 
the average waber of students per yeaf increased 67 percent from the 
first period to the second. 

The total enrollment of New England resideh-^s in colleges of 
osteopathic medicine in 1973-74 was 53 students, or 1.9 percent of the 
total U.S. enrollment of 2,766. Table IV-7 als<v shows tha| 43 of the 
New England students (or 81.1 percent) were enrolled in three osteopathic 
colleges, those located in Kansas City, Kirksville and Philadelphia, with 
the largest rainier enrolled at the Philadelphia College of Osteopathic 
Medicine. 

Table IV- 8, which lists" the osteopathic enrollment of New Englai^ 
residents in 1972-73 and 1973-74, shows that the total enrollment of 
students from New England in 1973-74 was 53, two more than in the 
previous year, and that first-year enrollment of students from-this 
region increased by five. The nunber of residents of New England enrolled 
' as first-year students in allopathic medical schools in 1973-74 was 624; 
of these 389 (62.3 percent) were enrolled in medical colleges located in 
New England. Complete data for allopathic medical college first-year 
enrollment of New England residents is shown in Table IV- 9. 

A majority of osteopathic 'Students from New England did not attend 
a college or university located in this region for their undergraduate 
education. According to Table IV-10, a total of. 24 students attended 18 
New England colleges and universities prior to their enrollment in a 
college of osteopathic medicine. Since it is likely that not all of 
these 24 students were residents of New England, at least 29 of the 53 
first-year osteopathic students from New England were undergraduates at 
an institution located outside the region. Unfortunately, as is the 
situation with optometrists, data are not available with which to study 

• an osteopathic physician's migration from original state of residence to 
jundergraduate college to osteopathic college to location of practice. 

Previous studies have concluded that the best predictor of the 
location of a physician's practice is the location of the physician's 
residency program, although it is also argued that a physician chooses a 
residency program in an area in which he or she intends to establish a 
practice. There are five osteopathic hospitals in New England: three 
in Mkine, and one each in Massachusetts ind Rhode Island. In 1973, the 
osteopathic hospital in Rhode Island and one. of the osteopathic hospitals 
in Jtoine offered a total of 11 internships and eight- residencies. As 
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described in Ch^ter I, all osteopathic graduates are required to con^lete 
an internship program, and currently, about 50 percent of all osteopathic 
graduates have been entering residency programs • * 

Unfortunately for New England, an insufficient number of osteopathic 
physicians who have conpleted these programs decide to practice in this 
Region, and thus the total nunber of practitioners is receaing. As 
previously noted, this trend is undoubtedly influenced by the paucity of 
osteopathic interns and residents in hospitals in this region* Although 
many hospitals approved by the American Medical Association (AM\) offer 
internships and certain residency programs to osteopathic graduates, there 
were in New England, as of September 1973, only three osteopathic graduates 
in AJ4A-approved internships and only five osteopathic graduates in AMA- 
approved residencies, out of a total of 795 internships ahd 3,613 
residencies. 



* 
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TABLE IV-6 

ENROLLMENT IN COLLEGES OF OSTEOPATHIC MEDICINE BY 
STATE OF RESIDENCE, 1965-6't - lS73'7k 

» 



Acadeoiic 
Year 


Nuniber of 
Colleges 


CT 


m 




NH 


RI 


VT 


Total 
N.S. 


Total 
U.S.* 


1963-64 


5 


9 


6 


11 


1 


11 


1 


39 


1,580 


1964-65 


5 


9 


6 


10 


0 


9 


2 


36 


1,643 


1965-66 


5 


5 


5 


9 


0 


3 


. 1 


23. 


1,669 


1966-67 


5 


4 


4 


8 


0 


3 


1 


20 


1,750 


1967-68 


5 


4 


8 


8 


0 


5 


1 


26 


1,811 


1968-69 


5 


I 


Information not available ] 


1,879** 


1969-70 


6 


10 


7 


11 


0 


8 


0 


36 


1,987 


1970-71 


) 


13 


9 


17 


1 


9 


0^ 


49 


2,140 


1971-72 


7 


11 


8 


20 


1 


11 


0 


51 


2,289 


1972-73 


7 


, 8 


7 


21 


4 


11 


0 


51 


2,564 


1973-74 


7 


6 


10 


22 


4 


10 


1 


53 


2,766 



* Does not include foreign students. 
** U.S. and foreign students combined. 



Source: Journal of the Amerioan Osteopa-thio Awooiation Eduoation Armmla 
1964 through 1974. 
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TABLE IV- 10 

FIRST-YEAR OSTEOPATHIC STUDENTS IN igyS-;** BY 
INSTITUTION OF UNDERGRADUATE OR GRADUATE TRAINING IN NEW ENGLAND 



State and 

Institution 



CCOM 



CCMS KCCCM KCOM MSUCCW PCOM JCXW 



Total 



OONNECTICin* 

Trinity College 
Yale University 
Toul 

mm 

Unity College 
U Miine-Orono 
U Miine-Portlaod 
Total 

MASSACHUSETTS 

Boston University 
Brandeis University 
« Emnuel College 
Massachusetts Institute 
of Technology 
Northeastern University 
Springfield College 
Tufts University 
U MiSsVAnherst 
U Mass. /Bos ton 
Total 

MEM HAMPSHIRE 

Dartmouth College 
Total 

RHODE ISLAND 

Providence College 
U Rhode Island/ 
Kingston 
Total 



1 

T 



JS IS 



I 
2 

5 I 



1 
I 



1 
T 



1 
T 



1 
T 



1 
2 



^ 2 
1 

Ti 
1 



1 
T 



1 
'2 
1 



VERMONT 

htorwich University 
Total 



1 
T 



Grand ToUl 



11 



wo 



KEY: CCOM-Chicago College of Osteopathic Medicine 

COMS- Col lege of Osteopathic Medicihe and Surgery, Des Moines, lA 
KCCOM-Kansas City College of Osteopathic Medicine 
KCCM-Kirksville College of Osteopathic M-.dicine 
MSU-COM-Michigan State University College o£ Osteopathic Medicine 
PCCM-Philadelphia College of Osteopathic Medicine 
TCCM-Texas College of Osteopathic Medicine 

Source: Journal of the Amrioan Oeteopathia Aaeooiation Eduoational Annual, 
Vol. 73 Sipplement, 1974. 

Er|c 14^ 



OSTEOPATHIC COLLEGES ATTENDED BY t€W ENGLAND PRACTITIONERS 

Tabl4f IV- 11 lists the osteopathic colleges from ^ich the osteopathic 
physicians 'in New England as of 1973 were graduated. The Kirksville 
College of OstcQpathic Medicine (KCGM) and the Philadelphia CoUege of 
Osteopathic M^icine (PCGM) are the two institutions at ^ich a total of 
68 percent of the New England osteopathic physicians received their medical 
eduction. In Massachusetts, however, an almost equal proportit>n of 
ptactuioners was graduated from the Massachusetts College of Osteopathy, 
which closed in 1944, as was graduated from KCGM or POCN. A total of 
10.6 percent of New England's osteopathic physicians received their D.O. 
degree from this'fonner college. 

Table IV* 12 reveals that 53.1 percent of the 509 osteopaths irtx) were 
active in 1973 had graduated before 1940. The percent^ige declines during 
the next two decHdes until the period 1960-69, it increased to 7Z 
graduates, or 14.1 percent of the total. The mniber ani percentage for 
''1970 and after" indicates that the nunber of younger graduates in Nek- 
England may increasing, although it is too early to make any definite 
conclusions. The distribution of years of graduation resembles the age 
distribution ishown in Table III-5. 



SUrtlARY ^ 

The lack of an osteopathic medical college in New England has exerted 
an influence i^n the osteopathic manpower situation in this region, in 
that the iiq)ut of new osteopathic graduates has declined and an age 
maldistribution has resulted. Recently, the nunber of New England residents 
attending osteopathic colleges has increased, and the number of applications 
from throughout the United States to the nine osteopathic colleges has 
climbed sharply. Three New England stdtes do not have an ostec^thic 
hospital, however, and only two of the five osteopathic hospitals in New 
England offered AOA- approved internship and residency prograifis in 1973. 
Despite the fact that AMA* approved internships and certain residencies may 
be offered to osteopathic pt^sicians, very few osteopathic physicians were 
serving in, such programs in 1973. 

The net effect of the circumstances surrounding New Englaiki's 
osteopathic situation is that although the enrollment^ of New England 
students in the colleges of osteopathic medicine has recently increased, 
the lack of an osteopathic college located in New Bigland and the limited 
postgraduate opportunities for the osteopathic graduates irfio wish to 
return to the region may preclude an input of new osteopathic physicians 
sufficient to compensate for the e^qpected loss of active practitioners 
through attrition during the next 15 yeaH. The most significant impact 
of this loss would be felt in the number and distribution of general 
practitioners in the region. 
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TABLE IVrll ^ 
ACTIVE NON-FEDERAL OSTEOPATHIC PHYSICIANS IN NEW ENGLAND 
BY COLLEGE OF GRADUATION, 1973 



Total 



Colleges 


• GT 


ME 


MA 


NH 


RI : 


VT 


Nev/ England 
No. % 


CCOM 


1 


6 


10 


0 


5 


0 


22 


4.3 


COMS 


0 


12 


6 


1 


4 


2 


25 


4.9 


KCCOM 


2 


20 


. 9 


2 


6 - 


3 


42 


8.3 


KCOM . 


6 


95 


44 


' 9 


. 17 


13 


184 


36.2 


MSU-COM 


2 


1 


0 


0 


0 


0 


3 


0.6 


PCOM 


25 


43 


46 


0 


.44 


^ 4 


162 


31.8 


TCOM 


0 


0 


0^ 


0 


0 


0 


0 




Massachusetts College 
of Osteopathy* 


















0 


5 


41 




1 


5 


54 


10.6 


All Other 


4 


S 


2 


0 


2 


4 


17 


3.3 


Total 


40 


■ 187 


158 


14 


79 


31 


509 


100.0 



KEY: CCOM-Chicago College of Osteopathic Medicine 

COMS-College of Osteopathic Medicine and Surgery, Des Moines, lA 
KCCOM- Kansas City College of Osteopathic Medicine 
KCOM-Kirksville College of Osteopathic Medicine 
MSU-COM-Michigan S.tate University College of Osteopathic Medicine 
PCOM- Philadelphia College of Osteopathic Medicine 
TCOM- Texas College of Osteopathic Medicine 



*Boston, Massachusetts, closed in 1944. 



Source: 1974 Yearbook and Directory of Osteopathic Physicians (Chicago: 
American Osteopathic Association, January 1974.) 
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TABLE IV- 12 

ACTIVE NON-FEDERAL OSTEOPATHIC PHYSICIANS IN NEW ENGLAND 
BY' YEAR OF GRADUATION, 1973 



1 



Year of 


cr 


l4 


MA 




RT 


/ 

vr 


Tptal 
N P 


IH?I.UIC X7<3vl 




17 


• 


*f 


o 


Q 


Qn 




'35.0 




24.0 


25. e 


10.1 


29.0 


17.7 


1930-1939 


16 . 


64 


59 


6 


24 


11 


180 


Percent 


40.0 


34.2 




42.5 


30.4 


35.5 


35.4 


1940-1949 


7 


34" 


27 


. 3 


5 


5' 


Bl 


Vevoent 




18.2 


17.1, 


22/'# 




' 25.2 


25.9 


1950-1959 


0 


22 


15 


1 


13. 


0 


&1 


Vevoent 




11.8 


fl.5 


7.2 


16. S 




2f?.0 


1960-1969 


0, 


32 


14 - 


^ 0' 


22 


4 


72 






27.2 








12.9 


14.1 


1970 and after 


3 


18 > 


5 


0 


7 


2 


35 


Vevcent 


7.5 


. 9.6 


3.2 






5.5 


5.5 


Total. 
Vevoent 


40 
100.0 


187 
100.0 


158 

JOO.O 


14 

■100.0- . 


79 
100.0 


31 
•100.0 


509 
100.0 



\ • * * 

1 ■ • ^ • - • . 

Source: 1574 learbook and Directory of Oeteopathic Pf^iHane (Chicago: 
American Osteopathic Association/ January 1974) . . , 

r 
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PODIATRY 



' Colleges of po<iiatry or xhiropody did exist in New England at various 
times in the past as described in Chapters I and VIII, and 34,4 t>ercent of 
the presently active podiatrists in the region recei-wed their pediatric 
education at those institutions which have since closed. Another 21.5 
percent graduated from other pediatric colleges that allso have closed, 
which were not located ii> New England. Thus, fewer than\45 percent of ' 
New England's podiatrists have been graduated from the fiVe currently 
operating colleges -of pediatric medicine. The number of the. region's 
podiatrists who were graduated in the 1960s is less than one- third of the 
number who were graduated in the 1950s. 

Both statistics indicate that new pediatric practices are being 
'established in New England at a rate muCh lower than that which existed 
when pediatric educational facilities were located in the region. To put 
this conclusion in perspective, it should be noted that during the past 
11 years, -.1964 -65 through 1974-75, the totdl enrollment at the five 
pediatric colleges increased by 197 percent, and first-year enrollment 
increased by 217 percent. A. high demand. for pediatric medical education 
could create a situation similar to that in optometric education, in 
wh^ch regional and financial factors lead to admissions priorities based 
upon the applicant's state of residence. 



APPLICATIONS TO COLLEGES OF PODIATRIC ^€DICINE 

Table lV-13, which lists the- number, of applicants to each of the five 
c611eges Oj£ pediatric medicine, for the last fivj academic years, shows 
that the total number of applications has mere than tripled during this 
period. For each^collegei the numbers in Table IV-13 may be considered 
to Be the number of applicants, although the "total" for each year is 
more accurately interpreted as the total number of applications, since an 
unknown number of applicants submit applications to mere. than one school. 
Therefore, a certain amount of the increase is probably accounted for by 
an increase in the number of colleges to which any one student applies. - 
That qualification notwithstanding, the competition for admission has 
still intensified significantly. 

• • 

' For example, in 1970 there were 888 applications for 353 first-year 
openings (see Table IV-14), or 2.5 applications per opening. For the 
current school year 1974-75, 3,081 applications w*re submitted for a 
first-year enrollment of 561, a ratio of 5.5 applications per opening. 

Unfortunately, an analysis of the applicants by their state of 
residence is not available, so the extent to which New England residents 
-have participated in the increase in applications f©r a pediatric medical 
education cannot be dtCtermined. The enrollment of New England students, 
presfehted later in th-is chapter, does not s"how a conclusive trend, and 
ratios of acceptance or rejection of New England applicants cannot be 
calculated. ' ' • 



TABLE IV- 13 
NUMBER (5F applicants TO THE COLLEGES OF 
PODIATRIC MEDICINE, 1970-71 - 197't-75 









Academic Year 






. Colleges 


1970-71 


1971-72 


1972-73 


1973-74 


1974-75 


California CPM 


170 


180 


250 


530 


618- 


Illinois CPM 


166 


196 


294 


764 


673 


New York CPM 


104 


125 


285 


278 


543 


Ohio CPM 


260 


255 


362 


387 


600 


> 

Pennsylvania CPM 


188 


190 


322 


504 


647 


Total 


888 


946 


1,503 


2,463 


3,081 



Note: The number of applicants who applied each year to more than one 
college is not known. 



Source: American Association of Colleges of Podiatric Medicine, 
unpublished data provided April 1975. 
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ENROLIJCNT OF hEW ENSLAND RESIDENTS IN COLLEGES OF PODIATRIC MEDICINE 

Table IV-14, which lists the enrollment <>£Jir?t-year students from 
New England in the five colleges of podiatric medicine from 1970-71 through 
1974^, presents k rather mixed picture. For the region, the njjmber of 
•first-^ar students declined from 1970-71 to 1973-74 and then almost 
tripled in the next year, 1974-75. Host of the increase occurred in 
SeSicut and Massachusetts, since all but two of the 32 first-year 
students were from those two states. The rainber of f^rst-vear students 
fSTeach of the other four-New England states fluctuated betwe^none 
SSTtSTiS ^ apparent pattern. The data, therefore, do not reVeal any 
clear trends during this, five-year period. 

During the same period, the first-year ehrollment total for all five 
colleges steadily increased from 3^3 to 561 students. The proportion of 
f irst?year students frm New England decreased until the aaidemic year 
1974-75, for which the 5.7 percent of first-year students who are from 
New England is the largest percentage for the past five years. 

In Table IV-15, it can be seen that in 1974-75 "there were 32first- 
year and 64 total students from New England pursuing a pediatric »nedical 
-education. More students were from Massachusetts than any other state in 
Se^eg?Sn, ^ the largest number of New England studmts were enrolle^^ 
at the Illinois College of Pediatric Medicine, which also has the largest 
total enrollment of the five colleges. 

In short, although there has been a net increase in the number of 
first-year pediatric students from New Englai)d in t^epast five academic 
years, all bf the increase occurred in 1974-75, and 30 of the 32 first- 
' ^ear students were .from the two states that, in 197 4, had the greatest 
Lnber of active podiatrists in the region and the most favorable ratios 
of population per podiatrist. 
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TABLE IW-lk 

FIRST-YEAR ENROLLMENT IN COLLEGES OF PODIATRIC MEDICINE BY 
• STATE OF RESIDENCE, 1970 - 1974 



« 



Academic 
Year 


> CT 


ME 


m 


NH 


RI 


VT 


Total 
N.E. 


Total 
U.S. 


1970-71 


2 


1 " 


9 


1 


1 


1 


15 


353 


1971-72 


' 2 


2 


7 


1 


2 


0 


14 


399 


1S72-73 


- 4- 


. 1 


6 


0 


2 


0 


13 


477 


1973-74 


3 


1 


5 


1 


1 


0 


11 


551 


1974-75 


11 

<• 


0 


19 


0 


1 


1 


32 


561 ' 



Source: American Association of Colleges of Podiatric Meditine, 
unpublished data provided April 1975. 
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TABLE IY-15 

ENROLUCNT IN COLLEGES OF PODIATRIC MEDICINE BY 
STATE OF RESIDENCE, ISy^t-yS 



















Total 


Total 






cr 


ME 


MA 


NH 


RI 


VT 


N.E. 


U.S. 


Colleges 


Enrol JjmOTt 














California CPM 


} 

lst*y^r 
Total 


2 




2 
2 








2 
4 


89 
305 


Illirois CPM 


1st year 
Total 


6 

7 


1 


5 
9 


2 


2 


J 


11 
21 


163 
490 


New Ybrk CPM 


1st year 
Total 


2 




2 
3 






1 
1 


3 
6 


68 
241 


Ohio CPM 


1st year 
Total 


3 
4 


3 


3 
7 






1 


6 

15 


125 
469 


Pennsylvania CPM 


1st year 
Total 


2 
4 


. 1 


7 
11 




1 

2- 




10 
18 


116 
332 


All 

Colleges 


1st year 
Total 


11 
19 


0 
5 


- 19 
32 


0 
2 


1 
4 


1 
2 


32 
64 


561 
1,837 



Source: American Association of Colleges of Pediatric Medicine, 
unpublished data provided April 1975. 
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PODIATRIC COLLEGES ATTENDED BY NEW ENGLAND PRACTITIONERS 

The distribution of the colleges of pediatric medicine according to 
the number of New England podiatrists who received their professional 
degree from each, as -shown in Table IV- 16, demonstrates the decrease in 

^ input of new podiatrists into the region following the closing of the 
colleges of podiatry previously located in the region. Fifty-six percent 
of the podiatrists who were actively practicing in New England in 1974 had 
been graduated from institutions that no longer exist. The three former 
institutions that were situated in New England were the source of the 
pediatric education for 34.4 percent of the region's podiatrists. Of the 

' five colleges of pediatric medicine in operation in 1974, .the Ohio College 
of Pediatric Medicine had graduated the largest number of podiatrists who 
were practicing in New England (106), and the colleges in Illinois and 
New York had graduated all but 20 of the 167 graduates of the other four 
existing colleges. 

It jftould be noted that the distribution is not identical in each 
state. Tor example, more than ,;three -quarters of Connecticut's podiatrists 
were graduated from the five existing colleges, and most of the rest, 
received their degrees from the college formerly associated with Temple 
University in Philadelphia. On the other hand, more than half of 
ffassachusetts' podiatrists received their degree from the two institutions 
that once were in operation in Massachusetts, and a total of 74.3 percent 
were graduated from all five former institutions. 

Data for the year of graduation of the region's podiatrists, shown 
in Table IV-17, indicate that 57.8 percent were graduated between 1930 
and 1949, and another 25.8 percent received their degrees during the 1950s. 
Only one- third , as many of New England 'is active podiatrists were graduated 
in the 1960s as in the 1950s. Practices have been established in the 
region by podiatrists who were graduated in the early 1970s, but it is not 
possible to determine at this time whether the number eventually will exceed 
that of the 1960s. Changes in admissions policies at the pediatric 
medical colleges, due to regional considerations or contract arrangements, 
could affect the ntmber of matriculants v*io are. from New England. 

The data in Tables IV- 16 and IV-17 are consistent with the age 
distribution data for New England podiatrists discussed in Chapter III. 
The large percentages in New England of graduates of colleges that closed 
between 13 and 40 years ago and of podiatrists who were graduated in the 
1930s and 1940s, correlate with the age maldistribution of active 
podiatrists in the region illustrated in Figure III-9. 
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TABLE IV- 16 

ACTIVE PODIATRISTS IN NEW ENGLAND BY COLLEGE OF GRADUATION, 197t» 





Colleges 


(T 






NH 


RI 


VT 


Total N.E. 
No. t 


California College of 
Pediatric Medicine* 


2 


0 


4 • 


0 


0 


0 




1.0 


Illinois College of 
Pediatric Medicine* 


40 


1 


16 


6 


8 


2* 


73 , 


11.8 


New York College of 
Pediatric Medicine* 


59 


^ 0 


13 


i 


. 1 




74 


11.9 


Ohio College of 
Pediatric Medicine* 


30 


6 


52 


5 


9 


4 


• 106 


17.1 


Pediatric . Medicine* 


5 


0 


4 


0 


5 


0 


14 


2.S 


Lnicago LrOiiege ux 
Chiropody (closed 1962) 


8 


2 


3 


1 


6 


1 


21 

< 


3.4 


Tenple University School 
Ox Lniropoay ^cxosea x:70xj 




2 


59 


7, 


13 


0 


109 


17.5 


Beacon Institute/ 
Massachusetts School of 
Chiropody (closed 1950s) 


0 


1 


117 


'0 


0 


0- 


118 


19^0 


Middlesex College School 
of Chiropody (closed 1942) 


0 


6 


77 


3 


3 


0 


89 


14.3 


New England (Rhode Island) 
College of Chiropody 
(closed 1930s) 


0 


0 


0 


0 


7 


0 


7 


lA 


Others 


1 


1 


1 


0 


1 


0 


4 


0.6 


Total 


173 


19 


346 


23 


53 


7 


621 


100.0 

1 



*Includes all former names of the' same institution. 



Source: 1974 Survey of Podiatrists, National Center for Health Statistics, 
Health Resources Administration, USDHEW, preliminary data and 
unpublished data provided June 1975. 
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TABLE IV- 17 

ACTIVE PODIATRISTS IN NEW ENGLAND BY YEAR OF GRADUATION, 197^ 



Year of 
uraaua txon 


Li 


-MP 


MA 


INn 


Kl 


vl 


Total 
N.E. 


DctOrc l^ZU 


T 

O 


0 . , 


0 


0 


1 


A- 

0 


4 


Per Gent 


1.7 








2.5 




0.6 


1Q9n 1Q9Q 


T 
J 


i 


16 


0 


1 


0 


22 


Per Gent 


1.7 


10.5 






2.5 




3,e 


1930-1939 


46 


5^ 


97 


8 


11 


3 


170 


PerGent 


26.6 


26.3 




34.8 


20.8 


42.9 


27.4 


1940-1949 


■^7 


7 


1 7'^ 


u 




T 
J 


1 fiQ 


PerGent 


2J.4 


S6.8 


35.6 


25.2 


24.5 


42.9 


30.4 


1950-1,959 


46 


3 


87 


7 


17 


0 


160 


Percent 


26.6 


15.8 


25.2 


3i?.4 


32.2 




26. fl 


1960-1969 


29 


1 


15 


1 


6 


1 


53 


PerGent 


16.8 


5.3 


4.3 


4.3 


22.3 


24.3 


fi.5 


1970-1973 


9 


1 


8 


1 


4 


0 


23 


PerGent 


5.2 


5.3 


2.3 


4.3 


7.5 




3.7 


Total 
PerGent 


173 
100.0 


19 
100.0 


346 

100.0 


23 
100.0 


53 
100.0 


7 

100.0 


621 
100.0 



Source: 1974 Survey of Podiatrists, National Center for Health 
Statistics, Health Resources Administration^ USDHEW, 
preliminary data and urq>ublished data provided June 1975. 
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The continued input of new podiatrists, in rambers sufficient to 
connensate for the ftm^re attrition of those practitioners currently in 
age groSps^is essential to the delivery of pediatric nodical 
S?e SSuJKuttte region. However, it is possible that factors such 
S ?h^aS iJc?easl in demand for podiatric^ic.1 education, the 
iLact of the national economic situation "P?»,«»»^*5^2";J,i~iiS!i?S^ 
2d the expanding use of contracts between states and health 5'^te"J0"Jt^ 
SllegSsTprovide financial support airi to secure openings for a state s 
residents may bring about an admissions selection situation in pediatric 
SSiiSS sSlar tS that in optcmetric education. That is, unless a 
JSSe ^Lmcially participates in pediatric medical «i"»tion, its 
mideSsmight fiS theiVadmissions opportunities increasingly limited. 

JteTEnalaS tSt circumstance would qply exacerbate and prolong the 
effSs^ SS'neTiossTlcti^ podiatrists that is likely to.occur m 



the near future. 
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CHAPTEP V 

COORDINATED OPERATIONS OF COLLEGES FOR SEVERAL PROFESSIONS 

From reading the brief, histories of the* profess ioits of optometry, 
osteopathy and podiatry, as presented in Chaptter I of this report, and 
then noting the past strained relationships on the part of each of these 
professions with allopathic medicine, as described in Chapter II, one 
bccanes aware of the need for much closer cooperation among all the health 
professions. Various attenpts are being undertaken to improve understanding 
and cooperation among many types of health professionals. The program 
initiated by the Pennsylvania College of Pediatric Medicine is an exanple. i 

.PHILADELPHIA INTERDISCIPLINARY HEALTH AND EDUCATION PROGRAM 

With funds provided by the U.S. Public Health Service, the Philadelphia 
Interdisciplinary Health and Education Program (PHIHEP) was established in 
1972-73 to "develop multiple and 0ffective use of existing facilities, 
faculties-, and curriculun programs and educational programs among the 
disciplines for interdisciplinary and team health caro delivery purposes." 
In this program eirphasis is placed on the team approach in vtfiich members 
of the various health professions cooperatively and concurrently, as the 
conditions require, deliver health care. This is in contrast to earlier 
traditions in which "we have been educating students as though most of them 
were to be solo practitioners, essentially cut off from the mainstream 
of new health education and knowledge, and from the other disciplines capable 
of providing health care. 

To counteract this traditional approach, PHIHEP has involved students 
from at least a dozen different health professions and seven different 
independent institutions in conmon learning environments, clinics and 
colloquia. The seven institutions participating in this program are the 
Medical College of Pennsylvania, Pennsylvania College of Optometry, 
Philadelphia College of Osteopathic Medicine, Philadelphia College of 
Pharmacy and Science, Pennsylvania CoMege of Podiatric Medicine, Temple 
University (health records and administration, medical technology, 
occipacional therapy, pharmacy and physical therapy), and the Ihiversity 
of Pennsylvania (dental medicine, nursing and social work). 

Interdiaoiplinary EduQation^ a 1973 report which describes the goals 
of PHIHEP, states: 

Interdisciplinary education involves students from the 
various health education disciplines are enrolled in 
courses which are comnon to their professional preparation. 
Tliis process tends to break down the isolation idiich has 
traditionally earmarked the education of the specialist 
from one health. seg)nent of the healing arts to the other. 
It helps students to know one another, share intellectual 
stimulation, and plan organized units of work upon MhicYi 
they can work together. The concurrent values of this 
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exoerience involve basic behavioral changes in attitude and 
cS^Xsiin of one another which could have far-reaching 
effects in the health care delivery %elds . 

Trog?™ hls bSe^ in operation for too ^ VJ^.'^J^To^s^SS" 

fe»oj rsi%??o?s: -irs?n:rtS°c^i^«o"aS-c 

health centers. 

ACADEMIC HEALTH CENTERS 
Another aooroach to the need for increased interdisciplinary education 

clinickl learning processes of students in other health professions. 

To succeed in meeting the primary purpose of an acad^ic health cente^^ 

^ceSlta?es more ?han a sbiple admini^rative central g his _ 

report to the Association of American Medical Colleges ij 1965, Planmng 
fT Medical Progress through Education Lowell T. Coggeshall. M.D. , 
identified the following advantages of an academic health center. ^ 

The scope of the educational program can be better for 
earh discipline because of the ready availability oi qualified 
teachers on a wide variety of health topics. 

The scope and quality of research is enhanced by the 
presence of this assembly of faculty. 

The scope and quality of patient caire are* benefited., 
and a referral center for patients for diagnostic and 
treatment problems results. 

Students in the several health disciplines can learn 
to understand-and respect the contributions ^^ich other 
health professions can give, and the health team which ^s 
so important at the conrmity level can be started in the 
educational setting. 

erIc 
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There are economies in the use of conmon facilities and 
services - for exanple, the library, extension department, 
and conpjter center. 

In some ways, the various disciplines stimulate each 
other to higher accomplishments. ^ 

Demonstrations of excellence or •'models" cam be provided 
to lead others to improve ways in which n;edicine is practiced 
and comprehensive health care provided. 

OPTOMETRY IN ACADEMIC HEAL7M CENTERS 

As described in Chapter I, there are at present 12 colleges of 
optometi>- ui thf United States* of which five are independent and seven 

PfT^i* 0^ universities, plus three other schools authorized to be 
establisned as parts of universities in the states^ of Florida. MicHiflan 
and Missouri. It is interesting and regrettable to note that of these 
15, only one can truly be classified as a part of an academic health 
center. This college is located at the University of Alabaro in 
Birmingham, which was established in 1969 and graduated its first or 
pilot, class in 1973. / " V 

Bespite some opposition on the part of optlialmologists to the 
development of this school of optometry at the University of Alabama. 
It is considered by many to represent the most significant development 
in optometriG education in many years. Its' success to date is the 
result of a combination of factors: a mandate from the Alabama 
legislature to e;s±ablish such a school; a central administration that 
gave support to tJi^ project and to the concept of educating students in 
the health professions for team practice; a medical director of the 
academic health center who acted as an advocate ifor the school; the 
appointment of a dean with outstanding professional qualities and 
leadership capabilities; and financial support, including funds for 
construction and other purposes from the federal- and state govenraents. 

It should be noted, in contrast, that a publicly financed school of 
optometry was recently established in another state and that it is- free- 
standing partially because of opposition by ophthalmologists to its 
inclusion in ajuflademit health center of the state system of higher 

* n»a>bers of the optcmetric professiSn were 

fearful that a school of optometry in an academic health center would 
lose its identity as a school for an independent profession anli}e 
dominated by a medical school. , * uc 

'A ♦^JPL^®*?"®! University of Alabama at Bimingham should be 

Identified. In addition to optometry,, the institution offers education 
in dmistry, medicine, nursing and also has schools of co^nrnmity and 
allied health resources, natural sciences and mathematics, and social 
ajd behavioral sciences, as well as a school of graduate studies. Through 
this last school i Ph.D. de^ees are offered in physiological optics 
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To be constructively effective in the delivery of health care, 
opt Jtr^..^SS'Jeciprocal access to medicine, including the specialties 
7f gerontology, neurolog^, ophthalmology, pediatrics, psychiatry interna, 
medicine, and general practice; as well as other P^f ^^i^"^ ^' 
education, psychology, safety engineering and social vRirk. To lay ^e 
groundwork for such reciprocal relationships^e "nivjrsity of Alaba^ 
offers the most integrated program of any school of optometry. In tne 
words of its Dean, Henry B. Peters: » 

We have available to us magnificent basic health sciences 
departments, the same departments, faculty and facilities, 
/ that serve the medical and dental schools. The optometry 

students take courses, frequently with other health professional 
students, in anatomy, histology, neuro-anatoray, physiology, 
biochemistry, microbiology, pharmacology and systemic 
patitology in these departments. 

The School of Medicine faculty teach optometry students 
public health and epidemiology, ocular pathology, clinical 
medicine for optometrists, and clinical pathology. 

Our own faculty teach remarkably effective courses in 
physiological optics, physical and geometric optics, 
optometric theory and practice. Frequently, we have students 
from other programs, often graduate students, taking 
selected courses in our curriculum for their own purposes. 

Optometric students at the University of Alabama also have the benefit 
of programs in affiliated clinics in hospitals and in clinics on the campus 
and in the conimxnity. These include the Diabetes Research and Education 
Hospital, the Veterans Administration Hospital, for which the Dean of the 
School of Optometry serves as a member of the Deans Coimiittee, the Vision 
Functions Uboratory of the Center for Development and Learning Disorders, 
and the Special Technical Facility for the Deaf and Blind. 

Alabama has provided excellent support for optometry and has given 
tangible recognition to Dean Peter's observation that "vision problems 
within the scope of optometry are the second most prevalent chronic health 
problem in our population; and among the public's health concerns, vision 
problems rate just after their concern for cancer." The program has been 
in existence for only a few years. Within this period of tme , it has 
become a center where patients are referred for difficult eye problans, 
where continuing education is provided for optometrists, and where basic 
'and applied vision research is conducted. It would appear that optometry 
in such an environment can make significant teaching, research and service 
contributions for the improved delivery of health care and for the benefits 
of other health professions concentrated in the academic health center. 
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POLICY STATEMENT FOR LOCATION OF NEW SCHOOLS OF OPTOMETRY 

As a result of the growing recognition of the benefits to be derived 
from acadeniic health centers » as a result of the encourag^jnent informally 
provided by the Association of Academic Health Centers, and as a result of 
the success of the School of Optometry nithin the academic health center 
at the University of Alabama in Birmingham, the Association of Schools 
and Colleges of Optometry adopted a resolution in September 1974, indicating 
the factors that should^ prevail in the creation pf new schools* The 
statement, which was also adopted by the Council on Cptometrlc Education 
of the American Qptometric Association in April 1975, is of pertinence ^ 
to this report and is quoted below* 

1. Under appropriate conditions, the most advantageous 
location for a new school or college of optometry is 
in the academic health center of a state university. 

2. Optometry should have separate status as a pirofessional 
school or college, administrativfelv on.the same level 
as medicine and dentistry, within tne health center* 

3. There should be strong central administrative slipport 
for the School or college of optometry and conmitment 
to interdisciplinary development and interaction* 

4. There should be shared basic health science programs 

for students of the health professions ^ere appropriate* 

5. There should be the opportunity for development 'bf 
optometric clinical services in the various patient 
care facilities of the center* 

6. There should be the opportunity to develop 
interdisciplinary research programs of mutual interest. 

7* There should be a commitment to graduate and continuing 
education for the further development of practicing 
optometrists and future educators. ^ 

8* ' The size of the entering class of professional students 
should be approximately 60 students* 

9. The school should be located in a coniminity of at least 
200,000 population to provide an adequate, clinical base 
for the program* 

10* The school should, ^ere possible, be a regional resource 
for the development of optOTietric manpower and vision 
care referral service* 

U. There should be a commitment of both adequate capital 
funds and operating support to provide for the orderly 
development of a program of excellence in optometric 
education* 
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12. There should be an estafeiished student^faculty ratife of • 
not less than one faculty member per five students 

OSTEOPATHY IN AN ACADEMIC HEALTH CENTER 

For some time, the director of this project has been stating that if 
the health professions cannot or do not resolve. coi«tm:tively, their 
SIf erences and jurisdictional disputes in the delivery of health care, 
d^isions for sudr issues will be reached and enforced through public 
oressures. Hie establishment of a college of osteopathic medicine- at 
mcSSn State University (MSU) in East Lansing partially represfeitts such 
a* development. . ^ 

. ' the de^ision'to establish thfCol lege of Ost«)pathic Medicine at k 
Oriiversity which had just established a College, of rtman (aU?Pathic) 
^icine was 'itede by. the Michigan state l«^gislature; the legislature 
^ihe? mSe 'its intentions fa^to th- .ffect that tiiese two colleges 
were to plan and work constructively together. Hie administration of 
MSU "got the word." the result is a very healthy working relationship 
between these two functioning colleges' that will un^btedly have a wide 
-inflUelice in ijnproved cooperation in the delivery of health care on the 
part of doctors of medicine and doctors of osteopathic medicine in 
Michigan and ultiinately'in other states. • 

niere are five primary- areas of Airricular cooperation an«ng the 

health pSfessional school at^MSU which of ^ ^ .«d"=^^;°J,^iJ/"°rs^eral 
medicine. 6steopathic medicine- veterinary medicine, nursing, ?nd several 
auS health pSfessions. These W^of cooperation .are based,,j^n ^ 
administrative Jblicies that predated. the recent creation of the two 
medical schools. ' (Veterinary nj?dicine had existed op the c^s for a 
number of ^ars.) the five areas of cooperation are identified as follows 

1. ^ Basic science departments offer courses for students 

inkli schools and include suqh fields .as anthropology, 
biochemistry, biophysics, microbiology, pathology, 
pharmacology, physiology, psychology, and sociology. 
In other words, the duplication of departments which 
serve oril^- one school is not permitted by university 
policy;^' 

2. Cross registration of students from one school- in 
'. , ' courses offered by other schools is permitted. 

3. 'some conjoint appointments of faculty by more than 
one college are mad^B., • 

4. There -are several departments, . such as psychiatry, and 
the office of medical' education, research and 
development, that are coninon to more than one college. 

* 5. Joint conmunity based clinical instrr^ction is offered. 
- Furthermore, ,a' mil ti -million dollar university out- 

patient clinic isr currently being constructed to serve 
all oi the human health related professions. 
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llie policy of single departmq^ts and the other practices that 
encourage cooperation among the different professional fields do have 
many benefits as demonstrated at Michigan State. It is eoninonly accepted 
on the campus that such single departments reduce administrative costs; - 
whether they reduce other operating expenses, such as use of equipment 
and space, to any appreciable extent is a question that is being analyzed 
at the present time in a special study being conducted at MSU. Also 
being studied is a way to simplify a complicated budget system in which 
single departments are funded .by as many as four colleges; 

With respect to additional benefits, single departments can provide 
broader, deeper and more up-to-date coverage of the discipline than several ) 
smaller departments distributed among two or more iseparate colleges. / 
Related to this factor is the support that single departments can give to 
research which, in turn, means that graduate programs can be more effective. 

It is also claimed that single departments provide more flexibility 
ui scheduling, arrangements of class sizes, and assignnenf of faculty, 
ftit this presumed efficiency in scheduling does not invariably materialize 
because in certain fields, such as anatomy and pathology, the three 
medical schools require different approaches to the subject matter. On the 
other hand, biochemistry, microbioji^, and physiology do offer similar 
courses to the allopathic, ost«^thic, and veterinary medical students^. 

The initial reaction of ihe legislator, of the government official, 
or of the planner to the issue bfsingle, comnon departments in the basic 
sciences is a natural assumption fhaf such an administrative structure 
provides efficiency. Upon further ihvestigation, other factors appear 
and deserve serious att.ention. ^ 

/ Very large single departments could lose cohesiveness and develop 
fragmentation-^d polar^tsatisai^ng their faculty members, thus adversely 
influencing students. Such single departments could find it difficult to 
balance a strong interest in the field of the discipline with the interests 
and concerns, of the health professional school, -or to balance the differences 
that naturally exist among the health professions beiiw served. If conmon 
courses in the basic sciences are required of students in all of the health 
professional schools, the result could be a deleterious restriction on 
flexibility in cumculim development. For example, at MSU, allopathic 
medicine has placed emphasis on the focal problems approach in its 
curriculum, and osteopathic medicine has employed the systems approach. 
To have ipisted that students in all three medical schools take exactly 
the same basic courses would have restricted each school in developing a 
curriculum' that it thought best for the type of health care its studrats 
will be expected to provide. 

The consensus at MSU seems to be that the advantages of the sincle 
basic sciences department outweigh the disadvantages and that the-^e 
should be no change in this fonii of academic structure. To an outside 
observer, it would seem appropriate to recommend that any other university 
or academic health center considering the adoption of such a system take 
into account local traditions, facilities, financing, ntmber and type of 
health professional fields to be involved, and other pertinent ^factors 



ERIC 



147 



before concluding that single departments in the basic sciences are universally 
appropriate for academic health centers. This observation should not be 
construed as questioning the validity of including such professional education 
programs as optometry, osteopathy, or podiatry in academic health centers. 

PODIATRY IN AN ACADEMIC HEALTH CENTER 

In 1961, the director of this project was the chairman of a Special 
^ Conmission on the Status of Podiatry Education, .which issued a report entitled 
Podiatry Education in the 1960b. The concluding recoranendation strongly urged 
that the colleges of podiatry be included among the professional schools of 
universities. 

Ovet a decade later, the State University of New York at Stony Brook 
established a school of pediatric medicine within its academic Health center. 
Included as part t)f the announcement from this school is the following statement: 

It is unique in that it is the first pediatric medical 
school in the' nation situated in an academic health sciences 
center. This will allow for considerable raultidisciplinary 
interaction by students and faculty of all the schools in t 
the Health Sciences Center. For example, since studertts "bf 
pediatric; medicine require a basic science background similar 
* to students of medicine and dental medicine,, instruct ion in 
this area will be provided by the School of Basic Health 
Sciences in a curriculum equivalent to that required for 
medical students. Basic science instruction, however, will 
be supplemented with classroom and laboratory studies in 
those areas, higihly specialized to pediatric medicine such 
as functional anatomy of the lower extremeties. 

Not only is it planned that the core curriculum for the pediatry students 
will be virtually the same as the core curriculum for the candidates for the 
degree of Doctor of Medicine, but the students of pediatric medicine will be 
receiving their education in the sane educational environment with students 
from the schools of allied health professions, dental medicine, nursing, and 
' social welfare. They will share university resources in the library, 

instructional media, computer center, and the student center. Leonard A^Levy, 
D P.M., Dean of the School of Pediatric Medicine, has enthusiastically c0ninented, 
"the new;Health Sciences Center building will house, under one roof, all of 
the schools within the Center." 

As a result of foresight and persistence by members of the podiatry 
profession, as a result of understanding and cooperation by members of ether 
professions, especially some members of the medical profession, and as a 
result of financial support on the part of government, pediatry has new 
attained a platfom in an academic setting in which it can participate 
cooperatively in research ventures with the other health sciences, where 
it can participate as a major health profession in the delivery of clinical 
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services to patients, and v*iere it' can function constructively in planning 
and devising models for the delivery of good health care; and good health 
care is the ultimate goal of education in any of the health professions* 



INTER-INSTITUTIONAL COOPERATION OF HEALTH PROFESSIONS EDUCATION 

In case it might be assumed that cooperation in the education of 
optometry; osteopathy and podiatry students with other health professions 
is undertaken only through the Philadelphia Interdisciplinary Health and 
Educati^on Program, or at the University of Alabama in Birmingham, Michigan 
State University, or the State University of New York at Stony Brook, it is 
appropriate to report some of the ways in \A\ich cooperation is being 
conducted by other institutions that are providing education for these 
three professions. Intra- institutional and inter- institutional cooperation 
takes place at other colleges and in different ways. 

Some independent colleges of optometry and of podiatry and other 
adjacent educational institutions have develq>ed plans for reciprocal use 
of libraries, clinics, laboratories, health and medical facilities, ^ 
recreational and student facilities, parking areas and canpus busses, as 
well as sharing computer time. Sev^iai institutions have been making a 
few joint faculty appointments, arranging ccMimon weekly calei^rs and 
academic schedules, mutually planning visiting lecture series, offering 
common basic science courses, encouraging cross enrollment of students 
for designated courses, supporting c(»nroon research projects and graduate 
programs. Even faculty club facilities have been included in the joint 
planning, and joint student activities have been encouraged. Obviously, 
there are many different ways by which institutions may cooperate. 
Although none were reported to have undertaken joint student recruitment 
and fund raising these are areas that could be developed. 

In fact, an educational institution, especially one that is educating 
future members of the health professions, "that is not at least intimately 
cooperating with other educational institutions educating health professional 
students, may be seriously criticized for not doing so, and criticized on 
at least two counts. First, as has already been emphasized in this report, 
the members of the health professions must learn to work and cooperate with 
each other for the improvement of the delivery of health care. No better 
time exists for this to begin than when they are students. Sepond, society 
no longer can afford the physical space, especially in our metropolitan 
areas, nor the costs of construction and maintenance of duplicate 
facilities that are not used to near capacity. 

Cooperation among independent schools in the health professions is 
one means of attempting to meet these two needs, but the more constructive 
and potentially successful method is to establish the schools for the 
various health professions at the time of their creation within a university 

academic health center. 



170 



IMPLICATIONS OF EDUailONAL COOPERATION FOR OPTOMETRY, OSTEOPATHY 
- . AND PODIATRY IN NEW ENGLAM) 

Tn view of the constructive move throughout the country toward the 

England for students in these three professional fxelds. 

1 colleges of optometry, osteopathy and podiatry, or any 
SniSation of them/could be developed on a coopew^^ 

basis so that each would gain from such an^association. ^ 

The extent and type of cooperative and coordujate 

development wuld depend on the location of the colleges. 

the traditions of the university academic health center 

with which they may be associated, the support for such 

education from the adniinistrative officers of the 

institution, the extent of financial assistance, the 

facilities provided, and, not the least, the reception 

extended by the faculties of- the other professional 

colleges in the institution. 

2 Whether education in the basic science courses" of a 
discipline is provided by single departments, or 
multiple departments to the several professional 
colleges would depend also on many of the factors 
identified in the previous paragraph. It *wuld be 
desirable if single departments could be maintained 
for Sis purpose, but to insist upon single deparOj^nts 
at the e^iense of other iniportant issues identified 
earlier in this chapter of thi report, might tend 

to place unciiue restrictions on the development ot 
aoorooriate education for the different professions. 

Sry issue is cooperation in the Ultimate delivery, 
if hS?S^are, not the specific administrative s^^ 
through which education is provided to the students. 

3. Since plans are 'currently, but separately from this 
* . projfic?, being developed for the estabUshj^^ 

college of veterinary medicine "^.N"*,^?!?™'/^^,.^ 
should be noted that this professional field of study 
could be located in an academic health centerand be 
incorporated on a cooperative basis with optometry, 
S^l^Sy and podiat?y, plus other health educational 
programs. However, it should be emphasized that a 
conSination of ortometry and veterinary medicine, or 
nodiatrv and veterinary medicine alone without otner 
ffi^tio; progSms would not provide sufficiently 
similar academic and clinical studies to warrant such 
partnerships. 
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As has been noted, there are at present, no colleges of 
osteopathic medicine or podiatric medicine in New England, 
and the manpower analyses indicate a definite need for 
professional schools in these fields i£ there is to be 
adequate provision to meet the health needs of the citizens 
of New England. To provide proper education ror the future 
members of these professions, such colleges, if established, 
should be create as parts of academic health centers. 

Although an independent college of optcxnetry with a long 
history does exist in New England, optometric education, 
for v^ich there is a continuing need in New Bigland as 
demonftrated in the previous chapter of this report, should 
be offered only within the setting of an academic health 
center which is receiving adequate financial st?)port. The 
implementa tion of such a policy will involve the conversion 
of^jn luoscui Lullege of optometry into an institution with 
.^>different structure and different financial support, as 
indicated iff the concluding chapter of the report. Implementation 
Will also require recognition by the opthalmological societies 
in New England that 'OTtoraetry is a legitimate, scientific, 
and indqpendent healui profession. I^lementation will 
also require agreanent by the ophthalmologists to the 
conclusion of t3.\e editorial publi'Shed in the hfarch 1971, 
issue of the Maaaaohuaetts Phyaioiajt vdiich stated: 

The optometrist is a highly trained specialist 
in correcting visual defects by prescription and 
fitting of glasses, if these services can be 
combined with, rather than compete with, those of 
the ophthalmologist, both professions and 
particularly the patient would benefit. If the , 
two professiohal groups are to be brought together, 
this cooperation must begin during the educational 
and training period. Incorporation of schools of 
optometry not only into universities but into their 
medical centers \ should be a first step. If both 
education and training were integrated on the 
medical center ciurpus, the distrust of each other's 
capabilities would break down and possibly a 
working relationship between the two professipns 
would develop that would best servl uie patient's 
interests. \ 
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CHAPTEft VI 
MASSACHUSETTS COLLEGE OF OPTOMETRY 



Since education for the three' health professions which are the focus of 
this study .is offered in New England only in^e field of dptometry, it is 
appropriate that this study should be' concerned primarily with the Massachusetts 
College of Optometry (MOO) and the feasibility of converting it to a regional, 
multi-state supported professional college. For over eight xiecades, this 
independent institution has furnished training to students who wished to 
provide eye care to the citizens of the six New England spates or to patients 
in other regions of the country. It has done so with little or no cost to. 
the public treasuries of these New England states even though the majority of 
the practicing optometrists in this region have been edycated at MCO. 

In recent years, Conditions have been rapidly changing, and it would 
appear that education in New England for future optometrists can be maintained 
only if the college is simported by a different financial base. A detailea 
and thorough analysis of the financial status of the Massachusetts College of 
Optometry has been conducted as a major part of this project ^ a simmary 
of the analysis is presented in this chapter. An analysis of factors relating 
to enrollment and graduation substantiates the importance of this institution, 
whose graduates have practiced the profession of optometry in all sections of 
New England, and prompts the question - where would New England obtain its 
optometrists if the Massachusetts College of Optometry did not exist? 

\ ' 

OPTOI^TRIC MANPOV€R AND THE MASSACHUSETTS COLLEGE OF OPTONETBY 
RECENT ENROLLMENT HISTORY 

Figure VI -1 illustrates the fact that the number of completed applications 
to MCO has increased sharply from 172 in 1967 to 506 in 1974, with a high of 
5S3 in 1973. The first-year enrollment has grown at a slightly more gradual 
rate, from 32 in 1964-65 to 89 in 1974-75. Total enrollment at MCO, including 
students in special programs leading to the O.D. degree, has also increased 
and in the 1974-75 academic yeiar was approximately double the enrollment of 
1964-65. 

The decline in the nunfcer of completed applications for the 1974-75 
academic year is the direct result of the inplementation by MCO of a policy 
of discouraging the submission or completion of an application by a student 
who (1) has not finished four years of undergraduate education, C2) ^^^s an 
undergraduate grade -point average of less than 3.0, or (3) is not a resident 
of a New England state. 

lable VI -1 contains the enrollment of minority group students at MCO 
for 1972-73 through 1974-75. In these three years, the number of minority, 
group students increased from 22 to 35, and the percentage of the total 
enrollment increased from 8.6 percent to 12.3 percent. Female minority group 
ISolS increased, from 1.6 ^rcent of the total enrollment to 2.5 percent. 
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Analysis of male and female enrollment at MZO for the past three years, 
shown in Table VI -2, indicates that the number of women students almost 
doubled during that period, increasing from 22 'in 1972 to 43 in 1974.^ The 
proportion of women students increased from 8.6 percent to 15,1 percent, and 
for each year the greatest proportion of women students was in the first-year 
class. 

• • 

RESIDENCE OF APPLICANTS AND STUDENTS 

As Shown in Table^I-3, the proportion of applications from the New 
England residents compared to the total number of applications has dropped 
from 39 percent in 1972 to 28 percent in 1974. This percentage drop is the 
result of two factors: the number of New England applications was lower in 
1974 than in 1973 or 1972, while the number of non-New England applications 
showed a net increase. In fact, the number of applications from New York 
residents in 1973 and in 1974 exceeded the total number of applications in 
the same years from all sixX^ew England states, despite MCJO's new poliS^f 
discouraging non-New England iroplicants. 



It does appear, however, that the policy of granting admissions preference 
to New Englanders has been implemented, because the 1974-75 academic year 
represents a sharp change from the two previous years for which state-by-state 
application information is available. This change is manifested in the 
admission and enrollment of a first\year class larger than in any year in 
the past decade, despite a decrease An the number and percentage of applicants 
from New England. Fifty- five percentXpf the class entering in September 1974, 
was from New England, even though only\28 percent of the applications for 
that class wa> frcMn New England. \ 

The fluctuations in the numbers of stu4ents from each New England state 
enrolled in the first-year class since 1964,^s depicted in Figure VI-2, seem 
to preclude any conclusive statements. Howeveis. in each state the average 
number per year from 1970 to 1974 is higher thanvthe average number per year 
from 1964 through 1969. \ 

Figure VI -3 daronstrates the fluctuations of the proportions of first- 
year students who were residents of New England, New York and other states or 
countries. The greatest source of students outside New England has been New 
York; in September 1969, more first -year students came from New York than 
from New England. Applications from New York have increased despite the 
creation of a college of optometry in 1970 as part of the State University of 
New York. New Jersey and Pennsylvania follow New York as sources of applications 
and of students. While it is. difficult to discern any trend from the data in 
Figure VI-3, the abrupt shift in proportions in 1974 is attributable to the 
adoption by MCX) of the policy establishing priority for applicants from New 
England. 

Table VI-4a displays, by class, the 1974-75 enrollment at MCO of residents 
of the New England states, of New York and the remaining states, and of Canada 
and foreign countries. Table VI-4b contains the same information expressed 
as percentages of each class total. Slightl/ fewer than one-half of the 
students were from New England, ahDut one-quarter were from New York and 
one-quarter were from the other states, while fewer than two percent were 
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from Canada or other foreign countries. The proportion of New England 
residents in the first-year class was greater than that of any of the other 
three classes. 



Most of the 1974-75 MCO students who were from New England had received 
their undergraduate education at colleges or Universities in New England, and 
most of the students who were not* from New England obtained tl^eir undergraduate 
education at institutions outside this region. If more non-N^ England ^ 
residents had attended a New England school prior to enrollment at MCX), it 
might have^been possible j^to explore a correlation between the location of 
undergraduate ^ucation and the decision to attend MOT. No siuch correlation 
appears to exist. As mentioned in Oiapter IV, MCO is one of 'the few optometric 
colleges to which students from many states may apply with any chance of 
admission, and is very nearly the only optcxnetric college td which a New 
England resident may apply with any chance of considerations Moreover, half 
of the non-New England students at MCO were from New York, ind their proximity 
to this region undoubtedly influenced their awareness of anjfl participation in 
the educational opportunities that exist in New England. 
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. FIGURE VI-1 
MASSACHUSETTS COLLEGE OF OPTOMETRY 
APPLICATIONS AND Ef«OLLMENT, 196«* - 
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Source: The Massachusetts College of Optometry, data provided October 1974. 

Annual ftarveys of Optometric Educational Institutions, The American 
pptometric Association, data provided March-June 1975. 
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FIGURE VI-3 
mSSACHUSETTS COLLEGE OF OPTOMETRY 
RESIDENCE OF FIRST-YEAR "STUDENTS, 1964 - 197k 
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Source: The Massachusetts College of Optometry, data provided October 1974. • 
Annual Surveys of Optometric Educational Institutions, The American 
Optometric Association, data provided March- June 1975. 
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LOCATION OF GRADUATES 



There is no ccmplete or conprehensive information available with which 
to study the migratory pattern of a student from home state to undergraduate 
school, to professional school, to location of practice. However, S-R. Andreas 
reported in the Journal of the Amer^lqfcn Optometria Assoaiation that for 
graduates of the Southern College^ of. Optometry in Meinphis, Tennessee, the best 
predictor of the. state in vtfi^ch an optometrist would establish practice was 
the state in which he or she graduated frm high school . SijKe regional . 
demographic characteristics could be sufficiently significant to. prevent the 
application of these findings to New England,, a similar ;5?udy in New Eijgland 
would be useful. The 1 ijni ted"* information^ that is available At this tiine 
seems to indicate that mqst of the graduate of MOO are practicing in New 
England, that most of the 1968 graduates of MOO are practicing-in their home 
states, and that most of the graduates of*;other optometry colleges are 
practicing in- the state or,-regfon in which they studied optometry. 

Table VI-5 shows the distribution, in 1973-, of 1,122 active optometrists • 
throughout the United States who indicated^n the Optome*ric Manpower Research 
Project (OMRP) survey that they ha3 been graduated from the Massachusetts 
;Eo;iege of Optometry. Almost -three-quarters of MOO's graduates viere active 
practitioners in New England, ranging from 49 percent practicing in Massachusetts 
to 1.2 percent practicing in A^ermont. Only four non^New England states 
(California, Florida, New Jersey, and New' York) were the practice location op^ 
more MCX) graduates than Vennont. Tn fact, Is.t percent of all MOO graduates 
were practicing in New York, New Jersey and Pennsylvania; thus, 89.4 percent 
of the iactive practitioners who had received their Q.D. degrees from MOO were 
practicing their profession in theHSw England-, New York, New Jersey, 
Pennsylvania region of the United States. 

In 196(8, the only year of gradsajion for which sjich detailed information 
is available, 32 optometrists were graduated from MOO, 21 of vAom were residents 
of the New England s^tes. As ^'able VI -6 slfews, 13 of those 21 New England 
residents were practicing in their home state at the end of 1974, four were 
practicing in a- different New England state,, two were practicing in a non-New 
England state and two were either continuing their education or were in the 
military. Two graduates who were not from New England established prac :ices 
in New England, bringing to 19 the total number of\1968 graduates who wjre 
practicing in the region. Eight of the 11 non-New hig'wmd residents retumai 
to their home states to practice, two established practices in "New 'England, \ 
and one moved to a western state- Although these figures are for one gtaifcajling 
class only and should not be generalized, they are not inconsistent with tm 
data collected by the Optometric Manpower Resources Project ih 1^73. 

Responses to the Optometric Manpower Resources Project survey indicated 
• that for any of the cKjlleges of optometry, the largest proportion of graduates 
was- actively practicing- in the state "in which the college was situated. Table 
VI-7 lists the ten colleges vtfiose graduates could be included in the survey - - 
(the colleges in Alabama and New York were fbunded too recently to have had , 
licensed graduates to whom the. survey could have been seftt), and shows for 
•esich college the percentage ofiad$ive graduates practicing in the college's 
^ state. Tvo findings are inbst pertinent: (1) no college had a larger 
proportion of graduates practicing in a different state; and (2) the overall 
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proportion of graduates of the four publicly supported colleges who were 
practicing in the colleges' respective home states was 65.9 percent, conpared 
to the corresponding overall proportion of 35.4 percent for the six private 
colleges. 

^ The percentage for MCO was the second higTOSt among the private colleges; 
a total of 74.3 percent of MCO's active graduates were practicing in the New 
England region. As would be e^cted, if the practice locations of other 
colleges* graduates include nearby states, the proportions increase. For 
example, over 70 percent of the active graduates of the Pennsylvania College 
of (^tCMnetry are practicing in Maryland, New Jersey, New York, and Pennsylvania, 
These distributions of practitioners appear to reflect the admissions 
orientations of the colleges, and may soon show a greater degree of regional 
clustering in accordance with the adoption of more stringent admissi s 
policies based upon financial support and regionalism. 

SUftjWRY 

V 

TTie data presented in this section o£ this chapter, as well as ^ome^ of 
the data discussed in Chapter IV, indica1(g^^einportance of the role of tj^ 
Massachusetts College of Optometry with respecx to the. New England region: 

1. Almost two- thirds of the optometrists in active practice in 
New England in 1973 had received their optometric education 
at MCO. 



Despite yearly fluctuations in the proportion of New Englan^l 
residents^yfsgarsus^-tran-New England residents 'accepted for 
enrol^n^ at MCO, 'nearly three-quarters of the active, 
optoitietrists who had been graduated from MOO through 1973 
were practicing in the New England states. 

States or regions in vrfiich a college of optometry is situated 
have greater numbers of actively practicing optometrists 
than do states or regions in which there is no optometric 
college. As the admissions policies of the colleges of 
optometry become increasingly regional in their orientation, 
this distributional pattern of practitioners i$ likely to 
become more pronounced. 

Both nationally and in New England, it is expected that 
the pool of optometric practitioners will be subject to 
an increased rate of afetxft^on irt the fiear future. States 
which -do-n0t-pro\ri3e' finafEHa^ sipport to optometric 
educatioT^al institutioifc, vAether in the form of contracts 
or of direct state or-regional funding, will be much more 
likely to experience a greater loss in optometric manpower. 
The result will be a decrease in the availability of vision 
care services to the residents of these states. 
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TABLE VI -7 

ACTIVE GRADUATES OF THE COLLEGES OF OPTOMETRY BY LOCATION OF PRACTICE, 1973 

I 

* 







Active Graduates 










Practicing in State in 


Colleges* 


Location 


lotai 


vMch College 


is Located 








Number 


Peroentaoe 


MOO 


Massachusetts 


1,122 


550 


49.0 


PfYJ 

rVAJ 


& dills yx vcu IX ci 


2,268 


933 


41.1 


ICO 


Illinois 


1,907 


454 


23.8 


PU 


Oregon 


931 


252 


27.1 


scco 


California 


1,447 


1,152 


79. 6i 


SCO 


Tennessee 


2,502 


262 


10.5 


lU 


Indiana 


360 


194 


53.9 


TOSU 


Ohio 


865 \ 


521 


60.2 


uc 


California 


828 


716 


86.5 


UH 


Texas 


402 


186 


46.3 


Totals 




12,632 


5,220 


41.3 



*The colleges of optometry at the University of Alabama and in the State. 
University of New York system were founded too recently to have graduates 
included in the survey. 



KEY: 

MCO - Massachusetts College of Optometry 
PCO - Pennsylvania- College of Optometry 
ICO - Illinois College of .Optometry 
PU - Pacific University College of Optometry 
SCCO - Southern California College of Optometry 
SCO - Southern College of Optometry 
lU - Indian^ University Division of Optometry 
TOSU - The Ohio State University College of Optometry 
UC - University of California, Berkeley, College of Optometry 
UH - University of Houston College of Optometry 

~" 

Source: Optometric Manpower Resources Project, Bureau, of Health Manpower, 

• Health Resources Administration, USDHEW, preliminary data published 
1974. 
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FIh4ANCING OF THE MASSACHUSETTS COLLEGE OF OPTOMETRY 



From the preceding enrollment data for MCO, one may readily recognize 
the contributions that this independent institution has made to the 
profession of optometry and to the eye care of the citizens of New England 
by educating a large percentage of the optometrists vibo are practicing in 
the six states of New England. From the following information, one may 
equally readily appreciate the very precarious financial conditions of the 
college that exist at present. This situation is largely the result of 
strides that have been made in the past half dozen years to strengthen 
further the education offered by the college, by relocation at a new site 
to facilitate this educational inprovement, and Uy expansion of the 
enrolLnent of students beyond optimum capacity in order to meet federal 
government requirements for capitation grants and increase the number of 
graduates entering the practice of optometry. These factors, plus rapid 
inflation, have stretched the college to its absolute limit, if not beyond 
its financial capability. 

«• 

The present and growing financial stress at the Massachusetts College 
of Optometry should be of concern to individuals who are interested in the 
delivery of eye cafe to the citizens of the New England states. This 
condition should also be recognized as generally a typical situation that 
prevails at this time with most independent colleges providing educati,on 
for any one of the health professions. 

The series of financial tables that concludes this chapter has been 
prepared by financial consultants to the project with full cooperation and 
assistance of the president and business officers of MCO. These tables 
show (1) actual revenues and expenditures for the fiscal years 1966 through 
1975; (2) projected budgets for the fiscal^ years 1976 through 1979, assuming 
operation of the college in the same location at approximately the same 
level of educational. of fei^Biga J but, according to the present administration, 
with an inadequate budget^^am (3) projected budgets for the fiscal years 
1976 tiirough 1979, assuming opei^ations of the college in the same location 
but otherwise under adequate conditions including an adequate budget. (The 
adequate conditions include more funds for faculty salaries, teaching 
equipment for laboratories 'and clinics, supporting staff assistants, library 
and learning resources, and auxiliary laboratory equipment.") 

Although these several tables are largely self-explanatory, some comnent 
and observations are essential. The observations that follow relate to the 
actual revenues and expenditures for the years through fiscal year 1975, 
and to the .anticipated financial conditions of the college for the fiscal 
year commSncing July*^, 1975. 

OPERATING REVENUES 

As the financial reports (T&ble VI - 8 and sip)lenient A) .indicate, MCO 
underwent a marked transfoimation^rom the years 1970 throuch 1975. During 
this period, the yearly revenue incased from $699^'310 to' $1,499,095, 
while the enrollment of the college expan4ed from 178 to 283. 
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Between 1970 and 1975, the income from students was nearly tripled, 
frcMTi $262,969 to $742,919, and the average tuition income per student grew 
from $1,477 in the year 1970 Lo $2,625 in the year 1975. 

Financial support from government, almost exclusively from the Health 
Professions Educational Assistance programs, began with the fiscal year 
1967 in the amount of $39,654. It was expanded successively during the 
next several years with the largest funding in the year 1972, amounting 
to $700,577, including a financial distress grant. IXiring the three fiscal 
year period of 1972 through 1974, financial distress grants from the federal 
government have totaled $611,649. 

Federal funding, on which MCO became distressingly dependent, has 
receded since 1972, and in the fiscal year 1975 a request for a financial 
distress grant was denied. As a result of this major factor and as a 
result of the enrollment in the college, the largest during 1974-75 of 
any year in its 80 year history, the average income per student is less 
in fiscal years 1974 and 1975 than in fiscal 1973 by almost $500 per.^ 
student. 

It should be emphasized that the increase in enrollment during the 
past several y^rs has* been necessitated primarily by requiremwits of the 
federal government for eligibility of capitation grants. This requirement 
has meant, according to the:administjcai<?tpn, that the institution has recently 
been operating with an enrollment exceeding its capacity and consequently is 
forced to operate at less efficiency than would be the situation with a 
slightly smaller student body. By increasing its enrollment in recent years 
MCO has been eligible for capitation grants from the federal government. 
In fiscal year 1975 these funds from this source alone amounted to $230,085. 



OPERATING EXPENDITURES 

Corresponding with the increase in revenues during the fiscal years 
since 1966, there has been an increase in axpenditures at MCO (Table VL-8 
and supplement B). Between 1966 and 1969, the expenditures more than 
doubled, whereas from 1969 to 1975 they increased more than fivefold. In 
19^6, the average operating expenditures per student were $1,064 and in 
1975 they were $5,869. In 1975 the total expenditures were over 
$1,660,000 for the institution. 

The major impetus for increased expenditures came in the early part 
of the present decade following a visit to MCO by^ an accrediting team of 
the Council on Optometric Education of the American t^tbmetric Association 
and a subsequent review by the council. The council's recommendations to 
the college emphasized that the educational program needed to be strengthened, 
that more full-time and better qualified administrative and faculty members 
should be appointed, that improved physical facilities were a requisite, 
and that other improvements, most all requiring expenditures of 'funds, should 
be introduced. 

As a result of these developments, the academic program of the college 
has been improved. However, at the same time, as will be noted later, the 
financial conditions are now subject to severe strain and require ijimediate 
attention and drastic action. 
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CLINICAL INCOME AND EXPENDITURES 



Special attention should be called to the rapid yearly increase in ^ 
v*at has been classified as clinical income commencing with the fiscal year 
1971. Prior to 1972, clinical expenditures had not been separately classified. 
However, between 1972 and 1975, clinical expenditures were more than doubled 
from $207,042 to $480,891 (Table VI-8, and supplements A and B). 

Income from clinics has been markedly less than expendj.tures . , For 
exanple, in fiscal year 1975 with expenditures of $480,891, the income 
received from the operations of the cliAics totaled $261,297. As an 
explanation, it may be noted that the clinics ar^ operated primarily for 
the purposes of provldibig clinical experience and education to the .students 

an integral part of their education. TTiey doj provide iaiportant social 
contributions in the form of eye care services tb the public, but this is 
secondary to the important educational functions. Consequently the clinics 
are not administered with the goal of showing a surplus in their operations. 

"Aie marked increase in clinical revenue and ^Kpenditures ccnmencing 
in the early years of this decade also relates to/ increased emphasis .on 
strengthening the educational program of the cQillege following the accrediting 
visit; of 1970. The number of clinics was incr^sed so that today the college 
-is operating l4 in 12 different locations. 



Because of sanev^t complicated financial arrangements, it is necessary 
to provide some detailed explanation of the manner in which the present 
teaching facilities located on Beacon Street )si Boston were acquired and 
financed. These facilities were acquired to (enable the college to increase 
its enrollment so that it might gain maximum benefit from federal support 
through capitation grants. Also, the relocation of the college was 
reconmended in the 1970 report of the evaluation team representing the 
Council on Optometric Education of the Ameritan Optometric Association. 
■Has report stated that "space shortages provide one of the greatest . 
limitations of the college" and recoirmended that another location be 
considered. 

Prior to August 1971, when collegej acquired the Beacon Street 
property, its teaching facilities were loca,ted at 178 Newbury Street, and 
the administrative officers were housed at 483 Beacon Street. 



The property acquired in 1971 consistW of 420,* 422, 424, 426 and 
428 Beacbn Street, Boston. Each nuiber rejpresents a separate building, 
title to vAich is owned under the ram of ithe college or one of its two 
trusts: Ntossachusetts College of Optometify Building Trust or Qptometric 
Realty TruSt. Hie total purchase price of this property was $1^200,000, 
less a down payment-bank loan of $300,0001 covered by mortgages. 
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An analysis of the mortgages is presented as follows: 

Original Note Balance 6-30-7S 

Dovm payment loan secured 
by property at 178-180 
Newbury Street and- 472 

Coiranonwealth Avenue, Boston $ 300,000 $286,423 ^ 

Beacon Street property 
listed above covered by 

first and second mortgages 893,187 678,624 

Closing Costs 6.813 -0- 

Totals " $1,200,000 $965,047 

The above mortgages have been reduced by an amount of $234,953 durilig 
•the three year period 1972*75. Mortgage interest expended from the date 
o£ acquisition of the property through the fiscal year ending June 30, 1975, 
was $282,794. Duritig the fiscal years 1972 through 1975, pledges miuie, 
largely by alumni and other optometrists, to the MCO building fund totaled 
over $300,000. 

Continued efforts have been made by the college to sell the Newbury 
Street property, and thus reduce its mortgage indebtednesses and carryihg c 
charges. 

FINANCIAL COMPARISON WITH OTHER COLLEGES 

For the past several years, the Association of Schools and Colleges 
of Opto^i^etry has compiled cc»nparative financial infoimation from all the 
colleges of optc;aetry, both independent and university related. Table 
VI -9 presents a simnation of this conparative financial infoimation for 
the fiscal year 1974. 

Thes(e financial comparisons are of some interest but caution mjst be 
taken in their use.' The colleges of optometry vary in size, in extent of 
clinical services, in amount bf research undefrtaken, in physical space, 
and in accounting practices. Some are independent institutions; others 
are parts of universities with varying relationships and extent of academic 
coordination. No two are the same. 

Despite these admonitions, it i^ informative to note the extremes 
among the colleges in the amount of revenue per student, in the percentage 
of income from federal support, and in the e)q>enditures per student. The 
independent colleges of optometry are all finding their financial plight 
at the present time to be very serious, and-the financial problems and 
issues that they face are not singular to one region of the, country. 

The seriousness of the present financial condition of MCO is presented 
in the following suninary. 
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StMIARY OF MCO'^ FINANCIAL CONDITION 

In sunmarizing the financial conditions at the Massachusetts College 

of Optometry, it must be noted that major annual opei^ting and capital 

deficits have been incurred beginning with the fiscal year of 1970. As 
previously noted, these deficits are the result largely of relocating the 
college at a new site, expansion of its enrollment of students, and 
strengthening of the academic and educational program. 

The MCO Balance Sheet as of June 30, 1969, (Table VI -10) indicates 
net current assets of $164,242, fixed assets after depreciation of $329,500, 
' and a cash advance of $150,034 to the Optometry Realty Trust. There were 
no long,- term debts as of that date. > 

The cash advance to the Optometry Realty Trust was made for the purpose 
of purchasing property at 178-180 Newbury Street in December 1964, at a cost 
of $463,500. 

For the fiscal years 1970 through 19''^ annual operating deficits total 
$413,449. It should a^so be noted that t.^i. deficits would have been greater 
by $611,649 if the college had not received federal distress grants totaling 
that amount for the, fiscal years 1972, 1973, and 1974. These ^acts are 
^, presented in detail in Table VI -8. 

Although the college acquired new teaching facilities in 1971 with no 
outlay of cash, it assumed a major long-term debt of $1,200,000 as described 
under the section of this chapter entitled Kiysical Plant. ^ 

Furthermore, during the period 1972 through 1975, payments of $517,747 
were made toward interest and reduction of mortgages, as well as capital 
improvements to facilities of $108,713, for a total expenditure durmg , 
these four years of $626,460. ^ I 

During the same period, contributions to the MCO Building Fund of 
■nearly $320,000 and additional gifts of approximately $50,000 amounted to 
some $360,000. This total has been insufficient to cov6r the cost of the 
newly acquired Beacon Street facilities and capital improvements to them. 
The net result was a capital deficit of over $265,000. 

In the ten year period from fiscal year 1966 through 1975, contributions 
to the Building Fund of nearly $400,000 and additional gifts of some $50,000 
amounted to a total of approximately $450,000. 

In addition to the above identified incqne, it should l)e noted that 
minor income of approximately $12,000 per year is being received from the 
land owned on Newbury Street and leased for parking purposes. This yearly ^ 
income is being applied 'toward the capital deficit. \ \ 

In June 1975 the college^ entered into an agreement to sellN±ie Newbury 
Street property at a gross, price of $450,000.. If this agreement i:s_ 
consumated,the proceeds from the sale must be comnitted to a reduction of 
MCO's real estate indebtednesses. 
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The effectj of the operating and capital deficits for the fiscal 
years 1971, 1972, 1973, 1974, and 1975 are reflected on the Massachusetts 
College of Optometry Combined Balance Sheet as of June 30, 1975 (Table VI -11 
and ^pendix B). The Combined Balance Sheet includes the assets and 
liabilities of ^C0, the Massachusetts College of* Optometry Building Trust 
and the Optometric Realty Trust. 

H Since July 1, 1970, the college was able to meet its financial obligations 
^y means of its current yearly income, by use of^ts accinulated; surplus 
,from previous years, and by gifts and grtfnts, with spiecial reliance on the 
/ federal distress grants that totaled $611,649 through June of 1974. HoWever, 

as me 30, 1975, the college was in a current fund deficit of $254,321 

orJ * physical plant fund deficit of $4,817. 

^ ' V fiscal year ending June 30, 1975, a request for another distress' 
grariL, -'.iff amount of $249,579, was submitted by MCO to the federal 
,gmtKTi .(■' ' the surprise of the college it was denied, and the institution 
was.ij'for>^>?v"i of the decision only at the close of the fiscal year. As a 
result of this decision and since the college has no other sources for, major 
funding, the institution is in an extremely precarious financial position. 

It appeara that unlees additional tmreetrioted qmH funds are obtained 
in the irmediate future the Maeeaahueette College of Optometry will have 
eerioua diffioultiee in meeting ite financial obtigatione. 
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TABLE VI-8 
MASSACHUSETTS COLLEGE OF OPTd^TRY 
REVENUE AND EXPENDITURES 
ACTUAL FOR TEN YEARS, FY 1966-75 - BUDGETED FOR FOUR YEARS, FY 1976-79 







Revenue (1) 


Expenditures 


Surplus or 


Deficit 






detailed on Supp. A 


detailed on Supp, B 






Fiscal 
Year 


Number of 
Students 


Total 


Per 

Student 


Total 


Per 

Student 


Amount 


Per 
Student 


Actual 
















1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 


141 
153 
170 
201 
178 
200 
223 

:56 

282 
283 


t 176 784 
249,691 
347,348 
427,610 
699,310 
944,58^ 
1,298,945 
1,460,826 
1,480,341 
1,499,095 


S 1 253 
1,631 
2,043 
2,127 
3,928 
4,722 
5,824 
5,706 
5,249 
5,297 


$ K0,098 
168,988 
194,907 
283,256 
799,445 
1,056,755 
1,300,146 
1,469,324 
1,509,859 
1,661,026 


$ 1,064 
1,104 
1,146 
1,409 
4,491 
5,283 
5,830 
5,739 
5,354 
5,869 


$ 26,686 
80,703 
152,441 
144,354 
(100,135) 
(112,166) 
(U201) 
(8,498) 
(29,518) 
(161,931) 


$189 

■ 52'' 

897 

718 
(563) 
(561) 
(6) 

(33) 
(lOS)- 
(572) 


Budfiet (2) 
















1976 
1977 
1978 
1979 


300 
300 
^ 300 
300 


1,511,000 
1,737,000 
1,913,000 
1,970,000 


5,036 
?,790 
6,376 
6,567 


1,793,000 
1,927,000 
2,055,000 
^ 2,188,000 


5,97b 
6,423 
I 6,850 
7,293 


(282,000) 
(190,000) 
(142,000) 
(218,000) 


(940) 
(633) 
(474) 
(726) 


Budget (3) 
















1976 
1977 
1978 
1979 


300 
300 
300 
300 


2,628,000 
3,046,000 
3,125,000 
3,316,000 


8,760 
10,153 
' 10,417 
11,053 


2,628,000 
3,046,000 
125, 000 
3,316,000 


8,760 
10,153 
10,417 
11,053 


Balanced Budget 
Balanced Budget ' 
Balanced Budget 
Balanced Budget 



Notes: (1) Revenue includes the following distress grants - FY 72, 

$228,948; FY 73, $235,073 and FY 74, $147,628 for a total of 
$611,649 during this three -year period. 

(2) Represents continued operation at the present location at the 
same level of operation, but with an inadequate budget* 

(3) Represents budget which the President of MCO considers 

to be adequate for continued operation at the saine location. 
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176 / TABLE VI -10 

MASSACHUSETTS COLLEGE OF OPTOMETRY 
BALANCE SHEET, JUNE 30, 1969 



ASSETS 



CIIRRHN7 ASShTS: 

Cash in Banks 

Certificate of Deposit 

Cash on Hand 

•\c counts Receivable 
? Notes Receivable 

Loans Receivable - Optometric Program Fund 
Inventory of Books and Supplies 

HTT.M CURRENT ASSETS 



94,887 
100', 000 
125 
979 
3,850 
2,900 
7,646 



210.387 



FIXED ASSETS: 

Real Estate - Ncvvt>ur>' Street 
Real Estate - Commonwealth Avenue 
Furniture and Fixtures 
Eibrar>' 

TOIM FIXED ASSETS 



RIND ASSETS: 
Library Fund: 
Cash 

Securities 
Student Loan Funds: 
Cash 

Accounts Receivable 

Dr. Ralph H. Green C»old Medal Award Fund - Cash 
TCrr.M. FUND ASSETS 



Cost 


Accumulated 
Depreciation 


Net 


224,976 


64,035 


160,941 


39,021 


11,360 


27,661 


209,072 


73,21Cf 


135,862 


22,133 


17.119 


S,014 


495,202 


165.724 






1,125 






1,611 


2.736 




575 






240 


81 



733 



329,478 



4,284 



aniLR ASSETS: 

Advances to Optometry Realty Tnist 

Advance to National "Student Defense Loan Fund 

Advance to Health Professions Student Loan Fund 

TCrr.U ASSETS 



150,034 
210 
5.859 



156.103 
700,252 



LIABILITIES Afm CAPITAL 



CURRENT LI>\BILITIES: 
Accounts Payable 
Employees' Taxes Withheld 
Employees' Pension Funds Withheld 
Student Tuition Deposits 

TOTAl, ClJRRE^rr LIABILITIES 

GXPirAL: 

Rubin and Anna Br am Library Fund 
Student Loan Fund 

Dr. Ralph H. Green Gold ^^edal Award Fund 
Capital Surplus^ - 

rai.Al. CAPITAL 



15.733 
2.955 

67 

27,390 



2.736 
815 

733 
649.825 



46.145 



654.107 



ERLC 



lOliM, LIABILITIES AND CAPITAL 
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CHAPTER VII 



FINANCIAL AND COST ESTIMATES OF OPTOMETRIC, OSTEOPATHIC AND PODIATRIC 

EDUCATION 



As has been indicated throughout the report, this project is concerned 
primarily with optometric education in New England, and specifically with 
the Massachusetts College of Optometry (MCO) . Consistent with this approach, 
the enrollment, manpower, and financial conditions of MCO have been analyzed 
in some detail in Chapter VI. From the information presented in that chapter, 
one may readily conclude that the institution requires an improved base of 
financial support. Since such a base might be developed, in addition to 
gaining other major advantages, by integrating the Optometric education 
provided at present by MCO into an academic health center, it is necessary 
to have some estimates of the costs, both capital and operating, for a school 
of optometry on a different site than the one occupied by MCO. Furthermore, 
since professional education is not offered at the present time in'New 
England for either osteopathy or podiatry, some estimates of costs are also 
provided for schools in these fields of study. 

The estimates in this section are based primarily on sfeveral studies 
that have been completed within the past two years. The first is Coata 
of Education in the Health Professions (January 1974) , the report from a 
study conducted by the Institute of Medicine of the National Academy of 
Sciences under a charge from the United States Congress. The professions 
reviewed in this report were dentistry, medicine, nursing, optometry, 
osteopathy, pharmacy, podiatry, and veterinary medicine. 

Table 1-4 in Chapter I presents from the Institute of Medicine (lOM) 
study the average annual education costs per student by profession for the 
year 1972-73. Both optometry and podiatry presented some objections to the 
results of this analysis because each profession claimed that its cost of 
education were somewhat underestimated and did not indicate adequate 
financial support for their respective programs of study. Therefore, each 
of these professions sponsored a separate study because, as the report of 
the one for optometry stated "...historical costs, and therefore, 
educational practices arid policies, .. .reflect historical funding patterns 
rather than what might have occurred under different funding patterns or 
what is deemed to be desirable by the professional education community." 
These two reports provide, the basis for some of the projections included 
in this chapter. 

In November 1973 the American Association of Colleges pf Podiatric 
Medicine issued A Constructed Cost Study of Podiatric Education^ which is 
the report of an analysis conducted under contract by the Fore Consultants 
with the advice of a committee of professionally competent persons. In 
addition, the American Optometric Association and the Association of Schools 
and Colleges of Optometry \ssued an undated report in the winter of 1974, 
Optometric Education: A Constructed Cost Study^ also conducted "by the Fore 
Consultants on a similar basis to the one in podiatry. 
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riic i^rotession of osteopathy has not sponsored a separate constructed 
cost study. However, the costs of constructing a new school of osteopathic 
medicine are estimted to be similar to those of a school of allopathic 
medicine, excluding from the estimates the costs of constructing a teaching 
hospital. Therefore, in this chapter we are eiTiploying figures fo^- allopathic 
medical schools based on a study completed several years ago and, in 
addition, reference is made to the construction costs of the recently 
established colleges of allopathic medicine at the universities of 
Connecticut and Massachusetts, and to costs for colleges of osteopathic 
medicine recently created in Oklahoma and West Virginia. 

ESTIMATED CAPITAL INVEl>TNENr REQUIRED FOR SEPARATE COLLEGES OF OPTOMETRY, 
OSTEOPATHY AND PODIATRY 

For purposes of reference only - not intended for actual .planning - 
the estimated capital investment required to construct a new. separate, 
and independent college of optometry is shown in Table VII -1. The total 
'cost of nearly $13 million is extracted from the Fore study and is intended 
to provide facilities for the education of 330 students. No provision in 
this estimate is made for acquisition and preparation of land, nor for 
amortization of any debt that may be incurred, nor depreciation of fixed 
assets. 

Table VII-2 presents similar estimates for a college of podiatric 
medicines? lor a student enrollment of 400, the projected construction 
costs at the time of the study were over $17 million. 

In the case of the projected school of optometry, the estimated 
construction cost per gross square foot (GSF) was $58.00 and in podiatric 
medicine $53.26. These figures may be compared to the estimates presented 
by Clarence R. Cole, D.V.M., in his k Plan for the Nei) England College of 
Vetevincn^y Medicine U9/4) . His overall estimated average construction 
costs, including fixed equipment, for a college of veterinary medicine 
were $53.19 per gross square foot. Because of inflation he added the 
qualification that a delay of five years in construction might increase 
the costs by as much as 69 percent. 
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Thfe influenceoOf inflation and other factors can be perceived in the 
following figure^ relating to %hQ construction of allopathic medical schools* 
^ In September 197^ the floiirnal of Medical Education published a study, 
entitled "New Resources for Medical Education: Start-up* Expenditures In 22 
New U.S. Medical Schools." . This study indicated that the median size of 
reniumeijt clinical science buildings, hospitals, and clinic?, had been 
465,000 gross square feet at a median cost of $19.5 million, or $40.86 i 
average per square foot. In comparison, the medical centers at 
the Universit)^ of Connecticut -in Farmington, and the University of . 
Massachusetts in Worcester, are costing an estimated $100 million and $130 
million respectively for construction. 

The Medical science centef in Worcester, which will include a 400-bed 
hospital to be" constructed at an estinated cost of $53 million, is still 
imder construction, while the center at Farmington is con4)leted with the 
exception of the installation of some ^uipinent. . . 

Thp University of Connecticut has made provision for a total 
undergraduate. enrollment of 512 students - 320 medical and 192 dental - 
and 240 full-time and 400 part-time faculty members. A 200-bed hospital, 
as well as outpatient dental and medical facilities are also provided in 
a total space of 1,500,000 gross square feet. The average costs for 
construction were about $55 per gross squate foot for the educational 
facilities and $68 per gross square foot for the hospital. It should be 
noted that the contract fnr the latter jjas signed two years after the 
contract for the educational facilities.' ii the contracts were signed at 
this time the average costs would undoubtedly be closer to $1UU per gross 
square foot, 

*\ 

for further purposes of comparison, it is interesting to note thfe^ 
costs for the establishment oT the Greenbrier College of Osteopathic 
Medicine in West Virginia, which has enrolled its first class of 36 students. 
The former campus of the Greenbrier Militar/ School was purchased at a price 
of $455,(700, and is being iconverted and rehabilitated for professional 
educational purposes at an additional cost of $2,175,000, including $450,000 
for meveable equipment. IVhen the rehabilitation is con^jleted, approximately 
152,000 gros^ square feet will be available for an eventual total «;tudent 
body pf 400 undergraduate osteopathic medical students. Affiliations are 
being established with hosjpitals located primarily in rural areas since it 
is anticipated that this Will be the location of practice for most of the 
graduates of this college. The initial staft-up operating costs have 
amounted' to approximately $500,000 for. the first yedr. 

The Oklahoma College of Osteopathic Medicine and Surgery admitted ^ 
its first blass of «3C) students in 1974, and plans, when in ful., operation, 
to* have an undergraduate enrollment of 375 students in a three-year course 
of study with a faculty of 50- full.-time equivalents. The college is being 
operiited as an independent unit, supported with public funds within the 
Oklahoma System of Higher Education. 

At present its activities art i.. ii.g conducted in 4j^structures: a 
school building of 14,000 gross square feet for which $2707eeO~j^as spent 
for conversion and rehabilitation and a former office building uTvhich " 
12,000 gross square feet is rented on a yearly basis. 
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A federal grant of $4.5 million and $1.5 million in state funds are 
meeting the costs of constructing and equipping an education and science 
building of 100,000 gross square feet. This new building is scheduled 
for conpletion in 1977, at which time the two structures now being used 
may no longer be needed by the college. Affiliations are. being developed 
with hospitals in Enid, Oklahoma City, and Tulsa. 



C STlrAT ED ANNUAL OPERATING EXPENSES REQUIRED FOR SEPARATE COLLEGES OF 
OPTO^ETRY AND PODIATRY 

Table VI I -3 presents the estimates developed by the Fore studies 
for the annual operating costs for separate and independently operated 
colleges of optometry and pediatric medicine. In these studies the average 
cost is $14,184 per optometric student and $13,579 per pediatric student. 

To appreciate the implications of these optimum project ions one should 
review them in conparison with the yearly costs per student reported by the 
Institute of Medicine study that was based on an analysis of actual costs 
at selected institutions (MCO was not included in this study). Table VII -4 
presents these results on a conparative basis with the Fore projections for 
optometry and podiatry, as well as with the actual average costs per student 
for that year at the Massachusetts College of Optometry. 

The disparity between the ICM and the Fore figures can be attributed 
largely to the basis on vrfiich the Fore analyses were made. They were based 
on the most desirable conditions: optium nunfcer of faculty and sipporting 
personnel, full complement of administration, ideal physical facilities, 
including all necessary equipment and conveniences. For example, the Fore 
study for pediatric medical education provided for a president, an' executive 
vice president, ^and four vice presidents (academic affairs, business 
affairs, development, and student affairs) with a total budget for their 
salaries^df $235,000, excluding health, retirement and other benefits. 

In addition, the projected personnel included a director, sipervisor, 
and other personnel for the laboratories; medical records librarian and 
patient registrars for the outpatient department; physical therapist, 
pfurmacist, orthotist, nurses, and x-ray personnel for clinical services; 
social workers; as well as faculty and other support personnel. 
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TABLE Vn-3 

ESTIMATED ANNUAL OPERATING COSTS FOR 
INDEPENDENTLY OPERATED COLLEGES OF 
OPTOMETRY AND PODIATRIC MEDICINE 



Optometry Podiatry 

Enrollment^ 330 400 

Out-patient clinic operation 
(weeks^ 52 52 

Instruction: 

Faculty salaries $1 , 461 , 500 $1 , 689, 250 
Instructional support staff 

salaries 530,800 487,900 

Fringe benefits (221 ofr salaries)^ 559,106 478,973 

Expendible materials and supplies 115,500 140,000 

Total instructional cost $2,466,906 $2,796,123 

General and administrative: 
Executive and administrative 

salaries $ 593,400 605,000 
Non; instructional support staff 231,800 276,000 

Fringe benefits (22^i of salaries)^ 173,348 193,820 

Travel and institutional expenses 293,000 315,700 

Total general and administrative costs $1,291,548 $1,390,520 

Student services and financial 

aid costs $ 142,450 $ 223,960 

Physical plant operating costs - 

$2.33 per sq. ft. $ 518,066 $ 760,379 

Annual equipment repair and 

replacement cost * $ 262,000 $ 260,730 

Total annual operating cost ' $4,680,970 $3,431,712 

Cost per student $ 14,184 $ 13,579 



^330 enrollment in College of Optometry includes 300 undergraduates (75 in 
each class), 20 master's degree candidates, and ten doctoral degree 
candidates. 400 enrollment in College of Podiatric Medicine includes 100 
in each class. * 

^Applicable only to full-time salaries. 

Sources: OptometHa Education: A Constructed Cost ( Washington, D.C. : 
The Fore Consultants, undated)- 

y A Constructed Cost of Podiatric Education f Washington. D.C. : 

fcHJv The Fore Consultants, Novejnber 1973 )• 
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TABLE VI 1-4 



AVERAGE AND RA ^-E OF ANNUAL EDUCATION COSTS 
PER STUDf . BY PROFESSION, 1972-73' 



Profession Average Range 

L 

Medicine $12^650 ' $6,900 - 18,650 

Osteopathy 8,950 6,900 - 12,350 

Dentistry 9,050 6,150 - 16,000 

Optometry 4,250 3,750 - 4,750 

Pharmacy 3,550 1,600-5,750 

Podiatry 5,750 4,400 - 6,700 

Veterinary Medicine 7,500 6,050 - 10,500 
Nursing 

Baccalaureate 2,500 1,200 - 4,050 

Associate 1,650 1,050 - 2,150 

Diploma 3,300 1,850 - 4,850 

Note: Dollars are rounded to nearest $50. 

Source: Costs of Education in the Health Professions^ Institute of 
Medicine (Washington, D.C.: National Academy of Sciences, 
January 1974) • 

Actual Education Costs 
per student at MCO 
in 1972-73 (not 

included in lOM study) $ 5,739 

Average Annual Education 
Costs per Student 
Projected by the 
Fore Consultants 

Optometry $14,184 

Podiatry $13,579 

20 V 
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, Table VI I- 5 provides a statistical conparison of the personnel 

projections of the two Fore studies with the actual personnel at MCD 
during the academic years 1972-73 and 1974-75. 



TABLE VI I -5 

FORE STUDIES PROJECTIONS FOR PERSONNEL IN 

SCHOOLS OF OPTO^€TRY AND PODIATRY IN 
COMPARISON WITH MCO, 1972-73 AND 197't-75 

MCO 



Personnel Classification Optometry Podiatry 1972-73 1974-75r 



Faculty, full-time equivalent 



12 -month year 


52 


69 


31 


.3 


29.7 


Instructional support staff- 


45 


57 


9 


.5 


11.3 


Executive § administrative staff 


33 


35 


9 


.1 


9.1 


Non- instructional support staff 

> 


18 


30 


7 


.5 


11.3 


Total employed personnel 


148 


191 


57 


.4 


61.4 


Student enrollment 


330 


400 


256* 


285* 



*Does not include students enrolled in technician program. 



Accepting the proposition that the educational offering at MCO could 
be further strengthened by increasing the complement of administrative, 
faculty, and support personnel, it does not necessarily follow that a good 
program can be conducted only by maintaining a ratio of personnel to students 
that has been proposed in the Fore studies for independently operated 
institutions. 

The remainder of this chapter addresses the issue of good ^ucaticSi 
in optometry, with references to osteopathy and podiatry, in an academic 
health center where ba^ic costs may be shared for more cost efficiency. 



SAVINGS IN CAPITAL INVESTMENT FOR A COLLEGE OPERATED AS PART OF AN ACADEMIC 
HEALTH CENTER 

Because of the number of variables in joint use of physical facilities 
and equipment, and the various possibilities in provision of common services, 
reductions in overhead costs, coordination in academic pfferings, and 
clinical services, it is inpossible to predict with accuracy the financial 
savings that may result when several health professional educational 
programs are offered in one academic health center in conparison to their 
independent operations on separate campuses. Furthermore, this project 
is a feasibility study and is not intended to draw specific financial 
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conclusions or make detailed reconmendations. On the other hand, even 
cursory reflection leads one to conclude that joint operation of a school 
of optometry (or a school of osteopathic medicine or of podiatric medicine) 
within an academic health center will lead not only to a strengthened 
academic program but also to financial savings in both capital investment 
and operating costs. 

Some general conception of the savings that might be attained by 
sharing of some facilities may be gleaned from a list of those that could 
be commonly used by more than one professional school: central 
administration, business operations, plant maintenance, power station, 
student services, auditorium, some classrooms, con5)uter operations, faculty 
and staff lounges, graphic arts, instructional communications, animal rooms, 
and library. In his recent report on veterinary medical education. Dr. Cole 
has stated that "a medical library ordinarily duplicates two-thirds of the 
holdings of a veterinary medical library; therefore, a joint library would 
provide convenience as well as savings in costs.'' This same observation 
could apply equally to the fields of optometry, osteopathy and podiatry. 

The Fore projections provide 222,346 gross square feet for an 
independent school of optometry and 326,343 for a similar school of podiatric 
medicine. This is the equivalent of 674 gross square feet per optometric 
student and 816 gross square feet per podiatric student. In contrast, the 
Massachusetts College of Optometry has at present a total of 67,038 gross 
-square feet in its several converted buildings, vrfiich are most uneconomical 
in availability and suitability of useable space. Only 39,721 net square 
feet can be used for offices, classrooms, lecture halls, seminar rooms, 
laboratories, clinics, library, conputer center, graphic arts, machine shop, 
and maintenance. Making a generous allowance for hallways, stairs, and 
other commonly used space in the 67,038 gross square feet but discounting 
space that is not useable, it could be assumed that approximately 50,000 
square feet ar^ directly and indirectly related to educational purposes. 
Such an assumption would indicate that MCO at oresent has approximately 
175 gross square feet for each of its current ISS students." This does not 
include space enployed for clinics at other locations where MCO students 
obtain some of their clinical training. 

These figures again demonstrate that good education can be provided 
in space that is neither as extensive nor as specialized as proposed in 
the Fore reports. On the other hand, the space available at present to 
MCO is deficient in quantity, suitability, and maintenance, and must be 
improved to support adequately the education that should be available in 
the future to optometric students iri a college in New England. 

As will be recounted in the next chapter, the New England Foundation 
for Osteopathic Medicine is endeavoring to develop a program for 
osteopathic education that will entail relatively small capital investment 
costs, far less than the multi -millions of dollars that have been expended 
in recent years in colleges of allopathic medicine. 
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SAVINGS IN ANNUAL OPERATING COSTS FOR A COLLEGE OPERATED AS PART OF AN 
ACADEMIC HEALTH CENTER 

From the enumeration of the major physical facilities in an academic 
health center that might be shared by more than one professional school 
one may readily conclude that there would be savings in annual operating 
costs in such a joint educational endeavor. These savings would begin with 
the central administration; a president, an executive vice president, and 
four other vice presidents would not be required for each professional 
school. The business offices, plant maintenance and power plant could 
serve all schools, as could the library, conputer operations, animal rooms, 
graphic arts, instructional communication, and other similar sqjporting 
activities. For the annual costs of these operations it has been estimated / 
that between 15 and 25 percent savings could be expected each year when 
schools are jointly operated. 

These anticipated savings are exclusive of instructional costs. It 
has often been assumed that coordinated educational programs for different 
profijssional schools would also lead to a reduction in actual instructional 
expenses. As indicated in Chapter V, this does not necessarily follow. 

. In the first place, it is neither easy, nor always appropriate, to 
consolidate the faculties of the different schools and combine departments. 

- In the second place, faculty salaries in universities and in academic health 
centers are usually higher than those paid by independent professional 
schools. As a result, when the latter are affiliated with or incorporated 
into the former institutions, salary schedules are adjusted to conform to S 
the higher scale of salary payments and fringe benefits. This adjustment 
incurs an increase in annual costs directly related to education, a cost 
that many educators/ and practitioners in the professions believe is desirable, 
especially since it is accompanied l)y an enriched educational program for 
all students in the professional schools. 

As described in Chapter VIII, the New England Foundation for Osteopathic 
Medicine is endeavoring to develop a school of osteopathic medicine in 
conjunction with an already established college or university. In doing so 
it is anticipating an operating budget for the first year amounting to 
$300,000, and for the second year ah operatirig budget of $400,000, to provide 
for an initial enrollment of 50 students in the basic science courses. 
These figures make Ho provision for construction of new facilities nor 
conversion of old facilities at the institution where the osteopathic college 
might be located. 

If the Massachusetts College of Optometry should be affiliated with a 
university and/or academic health center, as seems desirable to many 
individuals, vtfiether it might be in a manner similar to or different from 
that currently being considered for osteopathic medicine in New England, 
it will first be necessary to conduct an actual planning study. This would 
entail detailed analysis of requirements for personnel, space, facilities, 
equipment, and costs. A reconmendation related to this* type of activity 
is presented in Ch^ter X. 
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CHAPTER VIII 



RECENT DEVELOPMENTS RELATING; TO EDUCATION IN NEW ENGLAND 
FOR OPTOMETRY, OSTEOPATHY AND PODIATRY 



As in other sections of the country, education in New England for 
the professions of optometry, osteopathy and podiatry has developed in a 
manner sijnilar to allopathic medical education. 

Although in the early history of this nation there were doctors of 
medicine, such as Benjamin Rush, who enjoyed well -deserved reputations for 
their professional competencies and knowledge, there were also many 
itinerant hawkers of medic inals and nostruriis of dubious validity. During 
much of the nineteenth century, apprentice training for medicine was the 
primary method by which an individual gained knowledge and experience to 
practice a profession for which the licensure laws were innocuous in some 
states and non-existent in others. Success with several apprentices would 
encourage a physician to become an educational entrepreneur and establish 
^ private school either by hijnself or in partnership with other physicians. 
Prospects for financial return fran the relatively small investment 
required provided sufficient inducements so that by the early part of the 
present century, there were over 150 schools of medicine in existence 
throughout the country, most of them of inferior quality. It took the 
concerted efforts and the insistence of the American Medical Association, 
the Association of American Medical Colleges, and the Camegie Foundation 
for the Advancement of Teaching to bring about improved medical education. 

As a result of their influence, by 1920, the bogus and most of the 
inadequate medical schools were forced to close, leaving 85 allopathic 
medical schools in operation, including such pacesetting schools as those 
at Harvard and Johns Hopkins universities. At the present time, there are 
some 115 accredited schools of ihedicine, practically all of them associated 
with universities. 

In their histories of development, optometry, osteopathy and podiatry 
have undergone a similar metamorphosis (see Chapter I). The establishment 
of privately owned schools was followed by the closing of some because of 
inadequacies and by the transformation of others into incorporated 
institutions operated not-for-profit. More recently, intensified efforts 
have been made to create new schools that are integrated into the 
operations of universities and of academic health centers. Such ^ 
developments are taking place at the present time within these three 
health professions in New England. 



OPTOMETRIC EDUCATION IN NEW ENGLAND 

The Massachusetts College of Optometry (MCO) was founded under a 
different name in 1895 by Augustus A. Klein, a doctor of medicine, as a 
privately owr.ed and operated institution "vtfiich will be purely optical in 
its achievements without coming iri conflict with the medical profession, 
and yet, fill tliat gap between the physician and the optician.'' The Klein 
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Optical School, as it was originally known, was incorporated in 1901; in 
1919 the name was changed to the Massachusetts School of Optranqtry, 
although it was still owned and operated at a profit by manbers of the 
Klein family. 

In 1946, in response to econanic, professional and social pressures 
similar to those to vs^ich medicine had earlier reacted, the institution 
was reorganized on a non-profit basis under the direction of a board of 
trustees. It is now located on a different site in converted Beacon 
Street townhouses. Since 1969, the Massachusetts College of Optometry 
has had new personnel in the administration and has placed greater 
onphasis on upgrading the quality of the academic and clinical education 
provided to the students. 

Changes in the college have included improved but far from adequate 
facilities, strengthening of the faculty, establishmeiit of some new 
clinics and improvements in the older ones, initiation of research 
activities, reorganization of the curriculum, and attention to the needs 
of practicing optometrists in the region for easier access -to continuing 
education. Even though these changes have enriched the educational 
offerings of MCO, the administration and trustees recognize that a truly 
adequate program can be provided only by cooperation with or institutional 
integration into an acadonic health center. In pursuit of this objective, 
various approaches have been made to bther institutions. 

The current president of MCO accepted his appointment on the 
understanding with the board of trustees that the college would make 
every appropriate effort to achieve affiliation with a university having 
an acadanic health center already in operation or the potential for the 
development of one. In pursuit of that policy, explorations - direct 
and indirect^ formal and informal - have been undertaken with different 
universities located within the eastern part of Massachusetts. These 
include Boston University, Harvard University, Northeastern University, 
Tufts University, and the University of Massachusetts at Worcester. With 
only one - Boston University (BU) - were discussions fomalized to the 
extent of creating a committee to give ongoing, serious consideration 
to the possibility of affiliation. 

The committee discussions conducted in 1972-1973 highlight the 
difficulties of affiliating an established college of optanetry with an 
institution that includes a school of allopathic medicine. The 
discussions between BU and MCO seem now to be abandoned. At least they 
are in abeyance because of differences that appear at the moment to be 
irreconcilable (see Chapter II) . 

The success of any type of affiliation of MCO and BU, or any other 
university with a school of allopathic medicine located in Massachusetts, 
is naturally dependent upon a number of factors, not the least of which 
is the necessity for cooperative support fran the Massachusetts 
Ophthalmological Society and the Massachusetts Society of Optanetrists. 
The former is reluctant to support such affiliation without a prior 
definition, mutually accepted, that describes the .'xope of practice for 
which optanetrists would be prepared. Such an agreonent presumably 
involves some input of ophthaljnologists into the design of the educational 
curriculum of optanetric students. 
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For their part, the members of the Massachusetts Society of 
Optometrists appear unenthusiastic about the prospect of negotiations 
because of apprehension that these might lead to restrictions in their 
scope of practice. It uould furtlier appear that the recent introduction 
into the Massachusetts legislature of a bill (House No. 911) to permit 
the use of diagnostic pharmaceutical agents by optometrists, such ^s that 
enacted in Rhode Island in 1971 , has exacerbated the tensions between the 
two societies. In the same legislative session, a bill (House No. 4980) 
was introduced which would mandate referral of patients with specified 
medical conditions by optometrists to ophthalmologists. 

Subsequent to these developnents, the request of MCO for a distress 
grant for the year 1974-75 in the amount of $249,579 from the federal 
government had been Jenied. Although in decreasing amounts, similar 
grants had been awarded in each of the preceding three years for a total 
of $611,649. Being advised of this unexpected decision, only a few days 
before the conclusion of the fiscal year ending June 30, 1975, MCO was 
forced to initiate severe measures to assure its continued survival. 

As would be expected, these developments are some of the factors 
taken into account in the formulation of the conclusions and 
reconmendations presented in the final two chapters of this report. 



OSTEOPATHIC MEDICAL EDUCATION IN NEW ENGLAND 

In contrast to optometry, which has had a professional college in 
New England for all of the past 80 years, osteopathy has not been taught 
in this region for over 30 years. The Boston Institute of Osteopathy 
was created in 1904, only 16 years after the first college of osteopathic 
medicine was founded in Kirksville, Missouri (see Chapter I). During 
World War I, the name was changed to the Massachusetts College of 
Osteopathy. The School of Medicine at Middlesex University was actually 
an offshoot of the Massachusetts College of Osteopathy, and the two 
institutions shared some clinical facilities, although each was operated 
as an independent institution. The Massachusetts College of Osteopathy 
lost its ADA- approval during the 1920s and operated as an unrecognized 
cbllege until 1942^^ whea it was forced to close because it could no longer 
obtain state recognition. Since that time, a New England resident wishing 
to study osteopathy has been required to pursue such- studies in another 
section of the country. 

J As the population of the six New England states has increased, so has 
the rate of attrition among osteopathic physicians (see Chapter III). 
Recent graduates of existing colleges of osteopathic medicine are not 
initiating practices in New England in sufficient numbers to replace the 
older physicians who are or will soon be IcT'-ing practice. .These factors, 
combined with th^ possibility that enrollment at colleges receiving state 
support may be limited to qualified residents of those states, have 
concerned the members of the profession to the extent that they initiated 
steps to correct the situation. 
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Over the years, various individual doctors of osteopathy have 
discussed the possibilities of reestablishing a college of osteopathic 
medicine in New England, The first formal step toward this goal was taken 
in April 1971, at a meeting of some 50 interested individuals - osteopathic 
physicians, representatives of professional societies, and educators. 
Their consideration of what steps should be initiated led in time to the 
formation of the New England Foundation for Osteopathic Medicine, for 
which a charter was granted by the Commonwealth of Massachusetts in July 
1973. 

The by-laws of the foundation state that its purposes are-l!the 
promotion of osteopathic medical education, osteopathic medical resSarch, 
and ijTiprovement of health care in osteopathic medical hospitals and 
related institutions." The purposes also include the granting of 
scholarships and financial support of osteopathic medical schools. The 
founda-tion has been granted tax exemption as a charitable organization 
and a full- time executive was appointed in July 1974. 

Following the initial organizational meeting in 1971, and before the 
actual creation of the foundation, exploratory discussions were undertaken 
with several educational institutions regarding the possibility of 
affiliating a college of osteopathic medicine with one of them. The most 
extensive explorations have been pursued with Northeastern University with 
whose representative many issues have been discussed. These include funding, 
enrollment, institutional relationships, curriculum, faculty, library^ 
laboratory facilities, clinical and hospital arrangements, administrative 
support, student health provisions, and relationships with the many health 
education programs that Northeastern conducts at the present time, such as 
nursing and pharmacy. 

From these discussions, in which official representatives of the 
American Osteopathic Association have on occasion participated, certain 
proposals have emerged. One of these proposals provided that the New 
England Foundation for Osteopathic Medicine would contract with 
Northeastern University to provide teaching in the basic sciences in its 
facilities for students in their first two years of osteopathic study. 
The first class would be limited to approximately 50 students for admissioiT 
in the fall of 1976. 

In the spring of 1975 negotiations with Northeastern were discontinued, 
and explorations were resumed with several other academic institutions. 
These explorations led shortly to the announcement of a noji- legally binding 
contract between the New England Foundation for Osteopathic Medicine and 
Saint Francis College in Biddeford, Maine. jPursuant to this contract, 
joint plans are to be developed for the establishment of a New England 
College of Osteopathic Medicine on^ the site of the college with admission 
of the first class planned for either the fall of 1976 or no later than 
the fall of 1977. 

As part of the planning. Saint Francis, which has been a small, 
liberal arts, church-related institution, would reorient its educational 
program toward public and health related services concurrent with the 
establishment of the college of osteopathic medicine. The clinical 
training of the osteopathic students would be directed toward the provision 
of medical services in less populated regions of the Northeast. 
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One of the publications issued by the foundation had earlier commented 
onvplans for clinical training in the following terms: 

Ambulatory carp will b)e onphasized so as to orient the 
student away from the hospital environment which has been 
implicated as the cause of a great increase in the cost of 
health care. The student will be encouraged to see the hospital 
as only one of the resources in the health care delivery system. 
Ambulatory care experience for the student will be balanced 
between rural and urban environment so as to indoctrinate the 
student to the potential of non-hospitalization care. 

Ffospital training and experience will be provided to the 
degree necessary to give the student infoimation concerning 
the function and use pf all categories of hospitals. 

: At the present time, there are five osteopathic hospitals in New 
England: three in Maine, one in Massachusetts, and one in Rhode Island, 
with a total of some 500 beds. It is anticipated that students will be 
employed in clinical training and, in addition, that students will be 
assigned to selected osteopathic physicians who will serve as preceptors 
to supervise the clinical education of individual students. It is thought 
that this type of program for the training of osteopathic practitioners 
would be both educationally sound and financially much less costly. 



PODIATRIC MEDICAL EDUCATION IN NEW ENGLAND 

In contrast to the histories of optometric and osteopathic medical 
education in New England, the history of podiatric medical education is 
slightly more involved. At one time or another, there were three schools 
of podiatry in this region, the last of which ceased operations a quarter 
of a century ago. This was the Beacon Institute which started in the 
early 1930s, later changed its name to the Massachusetts School of 
Chiropody, and subsequently was sold to a physician who could not make it 
operate as a financial success. It is estimated that approximately 200 
podiatrists were educated at this institution before it closed in the 1950s. 

During part of this period, the Middlesex College of Medicine and 
Surgery operated a Department of Chiropody whose approximately 650 
graduates were eligible for licensure in Massachusetts and several 
neighboring states over a period t)f several years. Prior to the closing 
of Middlesex University, its podiatric students were transferred to 
Beacon so that they could have an opportunity to cmplete their 
professional studies. In addition to Beacon and Middlesex, there was also 
a college of podiatry operated for several years in the 1930s in 
Providence, Rhode Island. These New England institutions were not at any 
time accredited by the APA Council on Podiatric Education. In view of 
this fact, many of their graduates enrolled in postgraduate courses 
offered at accredited colleges of podiatric medicine in order to qualify 
for the Doctor of Surgical Chiropody (DSC) degree. 

Following the closing of the New England institutions, the educational 
source of podiatrists for this region has been the colleges of podiatry 
located in other sections of the country, primarily the colleges in New York 
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and Pennsylvania. As noted in Chapters III and this source has been 
insufficient to inaintain an adequate supply of podiatric physicians in 
New England. 

As with osteopathy, there has been some concern among podiatrists 
with the decreasing number of practitioners and the advancing average 
age of those in practice. On the other hand, no consensus has, as yet, 
emerged among the podiatric practitioners throughout New England for them 
to create a foundation, as in osteopathy, or to develop scmie concerted 
regional action on the part of the profession leading to the creation of 
a college of podiatric medicine. Individual podiatrists have expended' 
effort, their own money, and time in pursuit of this educational goal, 
but these attempts have been spoi-^dic and uncoordinated. 

Tlirough the efforts of the Massachusetts Podiatrj^ Society, bill:- l>ave 
been introduced during the past several sessions of tne Massachusetts 
legislature that would authorize a study of the needs for and means of 
establishing a regional college of podiatry. The most recently introduced 
bill (Senate No. 1684) would authorize an investigation and study of the 
need for the establishment of a regional school of podiatric medicine at 
the University of Massachusetts Mrdical School at Worcester, but this 
approich has as yet not enjjoyed the endorsement of the professional . 
societ/ of any state other than Massachusetts. 

The New York College of Podiatric Medicine, in cooperation with the 
Center fox-~Continuing Education at* Northeastern University and the 
Massachusetts Podiatry Society, has this year (1975) made arrangements for-^ 
the periodic use of facilities at Northeastern in order that the New York 
college would have space in which to offer courses in continuing podiatric 
education to practitioners in this region. Whether this relationship will 
lead to further types of educational cooperation is uncertain at this time. 
However, several factors should be noted. 

In the past. Northeastern University had been approached on an 
infomal basis regarding the possibility of creating a college of podiatric 
medicine within the university structure. For various reasons, nothing 
materialized from these explorations. It is also known that the New York 
College of Podiatric Medicine must contend with insufficient space for the 
teaching of basic sciences and is, therefore, limited in thfe number of 
students it can enroll during its first two years. On the other hand, its 
location in the center of the Harlem district provides an almost unlimited 
demand for clinical services and corresponding opportunities for the 
clinical training that is offered primarily in the last two years of the 
four-year curriculum. In view of these facts, it has been suggested that 
an inter- institutional cooperative program with one or more universities 
in New England might be developed in which the first two years of basic 
sciences would be provided in New England institutions, and the final two 
years of the professional program would be provided by the New York College 
of Podiatric Medicine. 



ERIC 



2iO 



VEFERimRY MEDICAL EDUCATION IN NEW ENGLAND 



Although veterinary medicine is not a part of the Health Sciences 
'Research Project, it is appropriate to include reference to the current 
stage of developments following the publication^in 1974 of the report 
prepared for the New Hngland Board'of Higher Education entitled - A Play} 

for the xVt7J I'JhjLiyid d^L leg^iy of Veterinary Medicine. 

Clarence C. Cole, professor of^ veterinary medicine at Ohio State 
University, who conducted this study, recommended that during 1975 and 
1975, NEBHE make every effort to assist the New England states in 
increasing opportunities in veterinary medical education on an emergency 
basis "while simultaneously providiiig a permanent solution by coordinating 
the development of an interstate veterinary medical college to open in 
1977." Such a facility would not only create a regional resource for 
additiomil Ibctors of Veterinar>' Medicine (DVM) but would provide facilities 
for research and for the continuing educatioti of the region's veterinarians. 

Among other recommendations, that study suggests that the proposed 
college of veterinary medicine "utilize existing courses' and facilities 
in related institutions and also enhance the development of the study of 
aniinal models of human disease in a health center." To fulfill this 
recommendation, the report identifies the optimum location for the 
proposed New England college of veterinaiy medicine as the site of the 
former Grafton State Hospital in Grafton/ Massachusetts. In 1974, the 
Commonwealth of Massachusetts reserved these facilities and 1,100 acres 
of land for three years for the purpose of establishing a regional 
veterinary medical college, llie Grafton site is a short distance from the 
University of Massachusetts Medical School in Worcester. 

The Nkissachusetts offer of the site and the allocation of $200,000 
for planning, for site preparation and other preliminary tasks, is 
contingent upon the participation of at least three other New England 
states and upon the approval of NEBHE to serve as the legal vehicle for 
this interstate cooperative effort. The recommended alternative site for 
the college is the University of Connecticut at Storrs. 

Tlie construction cost, of the college, if it were completed during or 
prior to 1977, is estimated to be approximately $31.5 million. If the 
former Grafton State Hospital were chosen s the site for the college, 
costs for acquisition of land would not be incurred. 

Although the study for veterinary medical education strongly suggests 
that any available federal funding be sought, it reconinends that the 
regional college be supported primarily by state appropriations. Cost 
allocation among the participating states would be determined on the basis 
of proportionate population. The maximum enrollment of students from each 
state would be allocated in accordance with a similar formula. 

The total anticipated annual operating costs to be provided by the 
six New England states at the time maximum enrollment is attained are 
estimated to be $5.5 million, exclusive of tuition income. 
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Recently, the New England Board of Higher Education has investigated 
the feasibility of negotiating contracts for New England residents :tQ, 
attend the colleges of veterinary medicine in New York and Pennsylvania, 
As a result of these investigations NEBHE has negotiated a contract with 
the Univfersity of Pennsylvania for the admission of a limited number of 
veterinary medical students from New England in the fall of 1975, Although 
a few spaces are available for the 1975-76 academic year, competition from 
other sections of the country combined with the high cost of these spaces 
to the New England States inaicates that success in the negotiations will 
still not provide a long-term solution for New England, 

^•With provisions similar to those incorporated in the legislation 
enacted in 1974 by the Massachusetts legislature, bills endorsing the 
creation of the regional college of veterinary medicine at the Worcester- 
Grafton site h^e been introduced in the legislatures of Connecticut, 
Maine, New Hait^shire, Rhode IslaJid,and Vemont, 



CHAPTER IX 



CONCLUDING OBSERVATIONS AND ALTERNATIVES FOR OPTOMETRIC, OSTEOPATHIC 
- AND PODIATRIC EDUCATION IN NEW ENGLAND 



In accordance with the contract between the Health Resources Administration 
of the United States Public Health Service, which Jias provided the funding 
for the project, and the New England Board of Higher Education, vdiich has 
sponsored the study, the Health Sciences Research Project has given primary 
attention to "the proposition that the Massachusetts College of Optc3metry 
should be organized, administered, and supported as a public New England 
regional facility.'* It has also given attention "to the value and feasibility 
of establishing, for the New England region, a horizontally integrated 
training and research facility enccmipassing related health professions" 
with initial consideration being given to the health professions of optometry, 
osteopathy and podiatry^ 

In pur^fl^ce of this assignment, considerable information has been 
collected and presented in the first eight chapters of this report. From 
the material, a number of basic assumptions and principles regarding optometric, 
osteopathic and pediatric education in New England have been culled. 

This chapter is intended to provide a summary of the extensive information 
contained in the earlier chapters, and a statement of the basic principles 
that the author believes should govern a regional, publicly supported college 
of optometry in an 'integrated academic health center serving the New England 
states. The chapter concludes with the presentation of a series of * 
alternatives for education in New England in the professional fields of 
optcHnetry, osteopathy and podiatry. 



SUrtlAftY OF INFORMATION ABOUT OPTOMETRIC, OSTEOPATHIC AND PODIATRIC EDUCATION 
IN NEW ENGLAND 

There are two primary reasons for public concern with provision in New 
England for education in the* health professions. The first, etnd most ' 
iJiiportant, is the delivery of health care. Members of the health professions 
must receive appropriate education to be able to deliver the care that the 
public needs. The second reason for public concern is students' access to 
the education necessary to enter a health profession in which they wish to 
practice. 

The following information presents a sunmary of facts related to the 
delivery of health care and students' access to education with regard to the 
professions of optometry, osteopathy and podiatry, which are the concern of 
this feport. 
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/ * A - MANPOWER 



Al - In all three fields, the average age of practitioner^ in New 
England is such that younger persons entering the professions are doing 
so in numbers insufficient to replace the older men and wofteri who are or 
will be withdrawing from practice between now and the end of the century. 

A2 - At a tijne of potential reduction in numbers of practitioners in 
these three fields, the total population of the region is and will be 
increasing, especially in the older age groups whose members require more 
health care. 

A3 - It is predicted that when a program of national health insurance 
is effected, there will be an increase in demand for ambulatory health care, 
including the type of care that these three professions have historically 
provided. 

A4 - New England has a smaller percentage of optOTietrists in the 
younger age groups in comparison with the older groups. However, the 
average age of optometrists in this region is only slightly higher than 
that of optometrists in the United States. The age distribution is 
primarily the result of a higher enrollment in the colleges of optometry 
which operated on an accelerated basis for a few years following Wbrld War 



AS - At present, the supply of professional personnel providing eye 
care in New England constitutes a better (i.e., lower) ratio of population 
per practitioner, both in optometry and in ophthalinology, than the average 
ratio for the nation. The vast majority of optometrists are in solo practice 
with practitioners reasonably well distributed geographically throughout 
New England. However, the low ratio of ophthalmologists is influenced by 
their concentration in more heavily populated areas pf the region, especially 
in the eastei:n section of Massachusetts.* ' . 

A6 - For its source of optometrists. New England is heavily depr^^dent 
upon the Massachusetts College of Optometry (MCO), as will be further noted 
in B3. 



*A study initiated by the New Fjigland Council of Optometrists and funded by the National Institute of 
Health Has conducted,- in 1969-70 by Sanuel E. Wallace, Ph.D., then .it Brandeis University and now Profc«;sor of 
Sociology at the University of Tennessee. It was published in November 1974, in muneograph fonii by the 
University of Tennessee under the title. New Englandera, Their Eyet^ and Thote Vho Profett to Care for 
Then, The author states - "There is current (sic) no identifiable need for additional optometrists 
beyond the nunber being added in New England" (page SO), and "There is need for additional manfiower in 
ophthalmology in New England beyond the nimbers now being added" (page 61). 

Since reference tc this dociment will probably be made by individuals seeking docmentation to support 
points of view» note should be made that the research was Conducted nearly five years before publication, 
the research was somewhat subjective, ant! the above quoted conclusions did not allow adequately for 
geographical distribution of practitioners, for financial costs in the education of optometrists versus 
ophthalmologists, and for potential changes in the system by which health care, especially eye care, may 
be provided in the future. 
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A7 - Although New England has a lower ratio of population per physician 
(allopathic and osteopathic physicians combined) than the average ratio for 
the United States, as well as a lower ratio of population per allopathic 
physician, the ratio of population per osteopathic physician is much higher. 
Furthermore, the median age df osteopathic physicians now in practice in New 
England is over 60 years. This fact may have serious ijnpUcations for those 
less populated areas in which osteopathic physicians have traditionally 
tended to practice as family physicians. 

A8 - The median age of the podiatrists in practice in 1974 in New 
England was 54 years, and many of them will have withdrawn from practice within 
15 years. Almost 90 percent of the podiatrists in New England are in solo 
practice, and 84 percent are located in Connecticut or Massachusetts. Twenty- 
nine of the 45 counties in Maine, New Hampshire, Rhode Island, and Vermont 
have been designated by the U.S. Department of Health, Education,and Welfare 
as deficient in podiatric medical services. 

A9 - Although there have not been schools of osteopathy and podiatry 
in existence in New England for many years, they did provide a source of 
practitioners for this region which, subsequent to their closing, has not 
been adequately met by the schools that have been and are in operation in 
other locations in the United States. 



B - ENROLLMENT 

Bl - Sixty-five percent of the New England residents studying optometry 
in 1973-74 were enrolled at the Massachusetts College of Optometry. 

B2 - Since 1969, the enrollment at the Massachusetts College of 
Optometry has been expanded, partially to meet the requirements for federal 
funding and partially in response to the increased number of applicants. As 
a result, its facilities are overextended. 

B3 - Graduates of professional schools in optometry, osteopathy and 
podiatry tend to practice in the general regions in which they have studied. 
Of the active optometrists in New England in 1973, nearly 64 percent had 
studied at the Massachusetts College of Optometry^ and over 63 percent of 
the active MCO graduates were in practice in New England, while over 16 
percent were practicing in New Jersey, New York or Pennsylvania. 

B4 - To help meet the potential needs in New England for health 
professionals delivering eye care, the Massachusetts College of OptcMnetry is 
now giving preference in admission to students who are residents of one af 
the six New England states. 

B5 - In recent years, the numbers of students throughout the country 
seeking admission to one of the health pr6fessional colleges, including 
especially optometric, osteopathic and podiatric colleges, have been 
increasing appreciably. In turn, the schools have been giving marked 
preference in admissions to residents of the states with which the schools 
have developed a contract arrangement. Under the contract arrangement, the 
schools give priority to or reserve places for qualified students frcxn the 
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states which have contracted to provide financial support to the professional 
school. As a result, New England residents seeking admission are finding it 
increasingly difficult to gain entrance to schools of optometry, osteopathy 
and podiatry located in other sections of the country. 

B6 - The primary source of future optometrists in New England is 
dependent upon the continued operation of a college of optometry in this 
region. Since there is no college of osteopathy or of podiatry, nor has . 
there been for some years in New England, the manpower situation in these 
two professions has become precarious, especially for some sections of the 
region. 



C - EDUCATIONAL FINANCES 

CI - In order to strengthen its academic program, to expand its total 
enrollment and educational offerings, to improve its physical facilities 
and to meet the requirements of the federal government for funding, over 'a 
period of six years the Massachusetts College of Optometry increased its 
annual expenditures more than sevenfold. The college met its cbsts during 
this period by means of current yearly income, use of accumulated surplus 
from previous years, and gifts and grants, with special reliance on federal 
distress grants which have, with other federal funding, totaled more than 
$2.75 million since 1969. 

C2 - Since 1972, federal funding for the Massachusetts College of 
Optometry has been receding, and as of July 1, 1975 there are indications 
that this important source of income for the college is being reduced 
sharply, if not terminated. This development forces an evaluation of the 
future of optometric education in New England, which is the major focus of 
this project. 

..u " ^ analysis of the independent colleges, of optometry in comparison 
with those that are affiliated with state -supported universities throughout 
the country indicates that those wwhich" are independent tend to have less 
income per student, to expend less per stiident, and to have larger enrollments. 

, - ^ P^"^^"^ colleges are facing severe financial strains and are 

making efforts in different ways to broaden their base of support through 
association m one manner or another with publicly financed educational 
institutions. 

C4 - The 1972-1973 study of educational costs for the health professions 
conducted by the Institute of Medicine in accordance with a Congressional 
mandate reported that the costs to educate an optometrist were one-third the 
yearly costs of educating a student in a school of allopathic 'medicine The 
ratio IS two-thirds for an osteopathic physician and less than one-half for 
a podiatric physician in comparison with an allopathic physician. Rirtheimore 
the start-up and construction costs for the recently established schools of ' 
ost^pathic medicine in Oklahoma and West Virginia are a small fraction of 
the costs for the allopathic medical schools and hospitals built by the 
University of Connecticut in Famington and the University of Massachusetts 
in Worcester. 
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D - PROFESSIONAL PRACTICE 

Dl - Because of some overlapping of areas of professional practice, 
there have been resultant conflicts between the profession of allopathic 
medicine (M.D.'s) and each. of the three professions - optometry, osteopathy 
and podiatry. 

The primary area of practice for the opt(»netrist is diagnosis and 
treatment of the visual system excluding those conditions that require 
chemotherapy or surgical treatment. The ophthalmologist, the medical 
specialist in eye care, is trained in treatment of disease and surgery of 
the eye but devotes on the average a large proportion of his or her time 
to performing those functions for which the optc»netrist is trained. 

As with doctors of medicine, doctors of osteopathy are granted an 
unlimited license to practice. Their basic professional education is similar. 
However, there are certain differences, many of which relate to the philosophy 
of osteopathy. The osteopathic physician places emphasis on the relationship 
between the musculoskeletal structure and organ function of the body. As a 
result of this approach and other factors, osteopathic physicians have tended 
to provide primary health care through family practice and to specialize only 
to a limited degree. Their practices have been located in smaller communities 
and rural areas to a much greater extent than those of doctors of medicine, 
and they have consistently insisted that the continued presence of osteopathic 
medicine has provided society with a choice of type of medical care. 

The doctor of podiatric medicine receives a license to practice medicine, 
restricted to the area of the foot, or the foot and leg. Some podiatrists, 
who have had residency training, are specializing in reconstructive surgery 
of the foot, or of the foot and leg. In contrast, the medical physician 
who chooses to specialize and limits his practice to the bones, joints and 
muscular movements of the body is an orthopedic surgeon v4iose license is 
unlimited and whose practice, is not restricted to the foot. 

D2 - Despite the areas of overlap in practice between the three professions 
of optometry, osteopathy and podiatry with allopathic medicine, there is 
every indication that the services of each of these professions will continue 
to be needed to provide adequate health care to the growing population of 
New England. This fact is especially apparent in view of the heavy dependence 
for general medical care that this region has placed on the foreign medical 
graduate (FMG) who has obtained his medical education outside of the United 
States. Between 1963 and 1973, BCs increased nationally by 130.7 percent, 
while in 1970, the FMGs comprised 33.8 percent of the pir?ct icing physicians 
in Rhode Island, 24 percent in Connecticut, and 23.9 percent in ^faine. The 
FMGs comprised 21.3 percent of all doctors of medicine in practice in the 
six New England states in 1970. A sudden change in economic conditions or 
a revision in national policy could reduce appreciably this source of 
medical practioners on which our health care system has grown so independent. 
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E - INTER-PROFESSIONAL EDUCATIONAL COOPERATION 

El - Historically the medical profession has seldom encouraged the 
inclusion of educational programs for optometry, osteopathy or podiatry at 
the university or academic health center. Stated opposition to such 
inclusion has usually been based on doubt by the doctors of medicine as to 
the quality of education and practice of these other professions, and on 
expressed concern for the delivery of good health care to the public. At 
the same time, the medical profession has done little in the past to assist 
in the improvement of these educational programs, nor has it apparently 
ever encouraged the inclusion of optometric education in an academic health 
center. In addition to publicly expressed doubts of educational quality, 
other factors are involved but seldom stated. 

These three professions are independent of allopathic medicine, and 
their educational programs have not been under the supervision of the 
medical profession. When included in universities or academic health 
centers, schools of optometry, osteopathy or podiatry have the same status 
in the university administrative structure as the school of medicine. This 
fact is disturbing, for example, to the ophthalmologists since ophthalmology 
is taught through a department in the school of medicine. Furthermore, 
education of more optometrists, podiatrists and osteopathic physicians 
increases the potential economic competition. 

E2 - The members of the professions of optometry, osteopathy and 
> podiatry independently of each other have exerted political pressure on 
legislators in several states so that by legislation in such states as 
Alabama, Michigan and New York, schools in these professional fields have 
been mandated as parts of state universities. The members of these professions 
have proceeded in this manner on the conviction that inclusion of their 
schools in universities and academic health centers would be beneficial to 
their respective prpfessions and would also improve the delivery of health 
care to the public. In this approach they have gained and are continuing 
to gain the support of numerous medical educators, not the least of whom 
is Lowell T. Coggeshall, M.D., who identified many of the advantages of an 
academic health center in his report to the Association of American Medical 
Colleges in 196S, entitled Planning for Medical Progress through Education. 
He stated: > ^ ^ 

The scope of the educational program can be better for each 
discipline^ because of the ready availability of qualified teachers 
on a wide variety of health topics. 

The scope and quality of research is enhanced by the presence 
of this assembly of faculty. 

The scope and quality of patient care are benefited, and 
a referral center for patients for diagnostic and treatment 
problems results. 

Students in the several health disciplines can learn to 
understand and respect the contributions which other health 
professions can give, and the health team which is so important 
at the community level can be started in the educational 
setting. 
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There are economies in the use of common facilities and 
services - for example, the library, extension department, 
and computer center. 

In sOTie ways, the various disciplines stimulate each 
other to higher accomplishments. 

Demonstrations of excellence or "models" can be provided 
to lead otliers to improve ways in which medicine is practiced 
and comprehensive health care provided. - • 



BASIC ASSUMPTIONS AND CONCLUSIONS FOR PROVISION OF OPTOMETRIC, OSTEOPATHIC 
AND PODIATRIC EDUCATION IN NEW ENGLAND 

' The research and study conducted in this Health Sciences Research Project 
have led to the accumulation and presentation of much infoimation regarding 
the professions of optometry, osteopathy and podiatry in New England. From 
analysis of this infoimation, various assumptions and conclusions have been 
reached. The conclusions which follow, have, in turn, formed the basis for 
the recommendations in Chapter X with which the report of this project is 
concluded. 



1 - DELIVERY OF HEALTH CARE 

lA - The primary concern of the public is for adequate access to and 
receipt of good health care. Further, under developing econpmic, political 
and social conditions, should the public become convinced mt it does not 
have adequate access to good health care, it will in time adopt measures to 
insist upon the attainment of this goal. / r 

• 

IB - It is not within the province of this project to define proper 
access to or the delivery of good health care. However, it is assumed that 
there will be changes in the customary modes of the delivery of health care 
and that multiple modes may be developed and adopted. New modes will 
generally place greater reliance on cooperation amoi^ the professions and 
the health care team approach, with public insistence on full utilization 
of trained personnel in all of the accepted and recognized professions. 

IC - The professions of optometry, osteopathy and podiatry, as well as 
the profession of medicine with its specialties of ophthalmology and 
orthopedic surgery, are legally licensed and recognised professions in 
every state, and each contributes to the welfare of society by perfoming 
its services in its identified manner of practice. 

ID - The delivery of health care is being affected not only by economic, 
political and social changes, but also by scientific discoveries, and 
technological developments, all of which affect the professions as they, in 
turn, change to adapt to these dynamic fprces. 



2 - INTER-PROFESS I Omi COOPERATION 



2A - Just as it is not within the scope of this project to. define the 
delivery of good health care, it is not the responsibility of the project 
to define the appropriate areas of practice for the professions of optometry, 
osteopathic medicine, pediatric medicine, or allopathic medicine. However, 
if the professions do not find it possible cooperatively to define their 
respective areas of responsibility in the delivery of good health care, the 
public will insist upon the areas being defined for them. 

2B - The best time and place to initiate understanding and recognition 
of the contributions that each profession can make to the delivery of good { 
health care, and also to stimulate cooperation among the professions, is 
when students are enrolled in their professional educational programs, 

2C - As indicated in ID, all the health professions are now in a process 
of almost constant change. For example, the profession of optometry continues, 
to exercise its main responsibility of refraction and prescription of proper 
lenses for patients. However, as noted in A Proposed Regional Plan for the 
Expanszon of OptometHo Education in the South (Southern Regional Education 
Board, December 1974), in recent years "the optometrist's scope of practice 
has expanded to more sophisticated recognition of eye disease and ocular 
manifestation of systemic diseases, the diagnosis and treatment through 
lenses or vision training of defects of binocular vision, contact lens 
fitting, low-vision therapy,, vision rehabilitation and develoraient of vision 
performance." 

Concurrently, the medical specialty of ophthalmology is also encountering 
dynamic changes, which, in some cases, conflict with the aspirations of the 
optometric profession to provide good health- care on an expanded basis. 

Similarly there are seme areas of differences between osteopathic m^cine 
and allopathic medicine, and between pediatric medicine and orthopedic "Wgery. 

Beginning with the education of the i)0tential practitioners, every 
appropriate effort should be made to resolve the conflicts between professions 
to narrow their differences, to encourage cooperative delivery of good health 
care, and to involve infomed non-health professionals in the process of 
jurisdictional decision-making when their presence would be helpful. 



3 - MANPOWER 

3A - Just as this project has not attempted to define the proper areas 
of professional responsibility for optometrists, osteopathic physicians, or 
pediatric physicians, it has also not endeavored to indicate the required 
or optimum manpower to meet the needs of the population of New England for 
the health care services provided by these professions. On the other hand, 
it is apparent that without an increase in the number of younger men and 
women entering the practice of these professions in New England, the ratio 
of practitioners to population will be reduced within a few years as the 
older practitioners retire or die and as the population continues to increase. 
The delivery of health care will correspondingly suffer, even as changes and 
improvements occur in the delivery of Jiealth care, such as increased 
cooperation among the professions. 
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3B - Ihe continued input of optometrists into the health manpower pool 
in New lingland ii; dependeuL upon tlie maintenance of a college of optometry 
in the region. 

3C r The continued input of osteopathic physicians and of podiatric 
physicians into the health manpower pool in New England is dependent upon 
the establishment in this region of educational programs in these professional 
fields. This need is accentuated by the admissions limitations enforced by 
osteopathic and podiatric colleges in other parts of the country, in a manner 
similar to the_ limitations imposed by the colleges of optometry. 

4 - REGIONALIZATION OF EDUCATIONAL PROGRAMS 

4A - In a statement made by Robert W. Eisenmenger, Chairman of the New 
England Board of Higher Education, the importance of regionalism in higher 
education was stressed. He made the following comments: 

I would like to make one more appeal for regionalism. The 
cooperative programs of the New England Board of Higher Education 
enable schools with competencies in special programs such as 
pharmacology, law, medicine, physical therapy, pulp and paper 
technology and food technology to offer these to students 
throughput the New England region. Although everyone agrees 
in princi4il£_that each of the New England states should not ^ 
have all ofthes^Sdgh-cost specialties, in actual fact it ^ 
is difficult to stojvthe proliferation of specialized programs. 

The director of this Health Sciences Research Project concurs with Dr. 
Eisenmenger 's comments bi/ anticipates that, in view of the present economic 
restraints, the financia/ advantages of regionalization of programs of study 
' for the professions of optometry, osteopathy and podiatry will be more 
readily appreciated and Supported than pastexperience might suggest. 
Furthermore, no region o^ythe United^Statesis, Aiore appropriate for such 
educational regionalism tnhn New England. \ 



4B - For the professions That do not requiri. « ^^.g,^ -— 

to the manpower pool of practitioners, a region^ educational program has 
several advantages. These include - 



3 a large annual addition 
ucat 

v 
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(1) the sharing of expenses with a corresponding reduction in 
costs to each state; 

(2) the provision of opportunity for students from each of the 
states within the region to pursue professional fields of 
study from which they might be debarred by their inability 
to gain entrance to colleges in other parts of the country; 

(~^) the availability of educational leadership and educational 
support for members of the profession in all the states and 
areas of the region; and 

(4) attention to the needs for health care in both metropolitan 
and' rural areas of the entire region through clinical 
experiences for students in both types of areas. 
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5 ACADEMIC HEALTH CENTER 

5A - Educational' programs for^the professions of optometry, osteopathy 
and podiatiy, or any combination of these three, could be developed within 
an academic health center, and by such inclusion and educational cooperation, 
the students, the professions, and society would gain. 

SB - Since the establishment of a regional college of veterinary medicine 
in New England has been recommended in 'a separate study, such a college could 
be included beneficially in an academic health center with optometry, osteopathy 
and podiatry. Hovtever, veterinary medicine with either optometry or podiatry 
alone would not provide sufficient breadth of academic offerings to be 
significantly advantageous for any of them. 

^ 5C - The extent and exact type of inter-professional cooperation in an 
acaaemic health center will depend on a number of factors: location, traditions 
of the university with which the center might be associated, trustee and 
administrative support, amount of financial assistance, extent and type of 
nhysical facilities, reception by the members of the faculties of the university, 
their support and commitment to inter-disciplinary education, and the support 
accorded by the members of the respective professions. 

5D - T\\c advantages of inclusion of optometry, osteopathy and podiatry 
m an academic health center are numerous and varied. The advantages include 
the following. 

U) Costs can be reduced because of such factors as sharetl use 
of facilities, and central administrative and supportive 
services . 

(2) In serving more than one professional educational program 
the basic sciences can be developed more extensively than 

. ^ if they were serving a single professional educational 
program. 

(5) Research can be developed on an inter-disciplinary and 
inter-prof CSS tonal basis. 

(4) Inter-professional cooperation and collaboration can be 
' initiated among the students in different professional 

fields by their joint enrollment in some courses and by 
their participation jointly in some clinical training. 

(5) Services to the public can be provided that would be 
more costly, or even impossible, if a single college 
endeavored to provide them. 
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6 - MASSACHUSETTS COLLEGE OF OPTO^€TRY 

Since the primary focus of the Healtli Sciences Research Project is the 
Nbssachusetts College of Optometry, several factors of basic importance 
concerning that institution have been established and serve as principles 
for the recommendations that are contained in the concluding chapter of this 
report . 
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6A - The finar lal conditions of the Massachusetts College of Optometry 
are precarious and require immediate attention. The college is a regional 
asset and serves as the major source of optometrists for this six- state 
region- its funding should be broadened to take these facts into account. 
It should be converted to a regional college with multi-state support. 

♦ 

6B - Although the financing of the Massachusetts -College of Optometry 
is the most pressing issue for the institution, in the longer term the 
continued strengthening of the educational offerings is equally important. 
No independent professional college, such a^ MCO, can offer as broad or 
sound an educational program under contemporary conditions as one that is 
integrated on a cooperative basis with an academic health center. For example, 
no longer is optometric education primarily oriented toward physics as was 
originally the situation; it has undergone a basic transition so that its 
curriculum now places emphasis on the biological and behavioral sciences 
and, therefore, should be offered in close association with the basic 
sciences and other educational programs for the professions providing 
primary health care. There should also be ready access to such academic 
disciplines as endocrinology, neurology and pharmacology. 

6C - Even though the physical facilities of the Massachusetts College^ 
of Optometry have been improved during the past few years, the conditions 
under which students are being educated and trained at MCO are . inadequate 
and detract appreciably from , its capability to offer the best education to 
future health care professionals who will be serving the residents of New 
England. 

6D - Ideally, optometric education should be offered in close 
collaboration with ophthalmology, preferably in an academic health center 
that includes a school of allopathic or osteopathic medicine. This principle 
is rteU expressed by the editorial in the Massachusetts Phy statan Amrch iJ/iJ 
quoted earlier in this report. 

The optometrist is a highly trained specialist in correcting 
visual defects by prescription and fitting of glasses. If these 
services can be combined with, rather than compete with, those 
of the ophthalmologist, both professions and particularly the 
patient would benefit. If the two professional groups are to 
be brought together, this cooperation must begin during the 
educational and training period. Incorporation of schools of 
optometry not only into universities but into their medical 
centers should be a first step. If both education and training 
were integrated cJn the medical center campus, the distrust of 
each other's capabilities would break down and possibly a 
working relationship between the two professions would develop 
that would best serve the patient's interests. 



ALTERNATIVES FOR PROVISION OF OPTOMETRIC, OSTEOPATHIC AND PODIATRIC EDUCATION 
IN NEW ENGLAND 

Before reaching conclusions and making recommendations as to the^best 
means by which optometric education, osteopathic education and pediatric 
eduStion my be^offered in New England, it is helpful first to review various 
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excuii{iies o( alternatives by which such education might be offered, "me 
altenwtiyes arc not exactly the same for each of these professional fields. 
Accorainiiiy, they will be presented separately. 

I - ALTERmilVES FOR OPTO^€TRIC EDUCATION 
lA - Provide No Optometric Education in New England 

This alternative would involve closing the Massachusetts College of 
Optometry and expecting that students from New England who wished to study 
optometry would gain entrance to colleges in other sections of the country. 
As previously indicated, such admission is difficult for New England students 
to obtain and thus the supply of optometrists for this region would decrease 
and the delivery of eye care for the residents. of New England would he 
adversely affected. Demand on the time of ophthalmologists, Who are 
concentrated m the metropolitan regions, would be increased, and patients 
from outlying areas in the region would be forced to travel longer distances 
and encounter even longer waiting times, for appointments. There would also 
be a correspondingly increased demand for more ophthalmologists, for whom 
costs of education and time required for education and training are greater 
than for optometrists. ~ 

In time such a development would likely lead ]to changes in the modes 
ot delivering eye care. For example, a large number of ophthalmological 
assistants and technicians might serve under the supervision of ophthalmologists 
me adequate preparation of such assistants and technicians to serve in clinics 
that might be created throughout the region would require the establishment 
of new educational programs. In one respect, these new educational programs 
woald merely be replacing the present college of optometry, but they would 
not provide the benefits resulting from the specialized education and training 
now offered by MCO. 
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- Nfaintain an Independent College of Optometry in New England 



In. essence this alternative would perpetuate the present educational' 
arrangement by which optometry is offered in an independent, single purpose 
college. The current disadvantages of academic and professional isolation 
and of financial weakness found in an independent college of optometry might 
be partially mitigated in several ways. 

Despite past attempts, greater efforts at educational cooperation could 
be made and formal and informal arrangements developed by the Massachusetts 
College of Optometry with universities and other educational institutions 
in the Boston region such as the Massachusetts General Hospital. The name 
of the institution might be changed to the New England College of Optometry 
witli some of the members of its board of trustees appointed by the governors 
of the six states and annual appropriations for operating expenses sought from 
the state legislatures. 

.\n alternative to this type of financing might be provided through 
contracts with states, both in and outside of New England, for state support 
to the college based on the number of student places reserved for qualified 
students from the states under contract. This approach has already been 
pursued by MCO and consunsnated with the state of Connecticut. 
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Although these approaches would lead presumably to some improvements, 
they do not provide adequately for the desired level of academic, professional, 
administrative, and fiscal support required for a strengthened program of 
education for optometrists in New England who should be prepared m the 
future to take their place as members of the professional health care team. 

IC - Affiliate the College of Optometry with a University That Has No Health 
Related Education Programs 

Affiliation of the Massachusetts College of Optometry with a public or 
a private university that offers no health related education programs or 
studies in the health related sciences would provide some benefits, althougn 
limited ones, over 'he present situation. Presumably, administrative support 
in such areas as finance, maintenance, purchasing, and fund raising would, 
be extended to the college of optometry by the university. In addition, 
there could be some educational benefits by encouraging association among 
members of the faculty of the college of optometry and the members of the 
faculties of the other schools in the university. 

On the other hand, the presumed benefits of such an affiliation are limited 
since the professional and academic interests of the faculty membeVs would 
coincide in an incidental manner only. Interests of faculties in liberal 
arts, business, education, engineering, fine arts, journalism, law and other 
fields frequently taught in universities do not closely relate to the 
interests of those who are teaching in the health professional fields and 
the health related basic sciences. 

The benefits that would accrue to optometric education if MCO were ' 
affiliated with a university with no other health education programs would 
be marginal and relatively insignificant. For optometric education in New 
EngS ?o be strengthened in a mnner that would fulfill the goals established 
by the Heal til Sciences Research Project, an alternative for the Massachusetts 
College of Optometry^ should offer more benefits. 

ID- Incorporate the College of Optometry in a University as Part of an Academic 
• Health Center 

In comparison with the previously mentioned alternatives, incorporation 
of the Massachusetts College of Optometry into an academic health center 
presents obvious advantages. Tliese may be identified as academic, administrative, 
clinical, research, and financial. 

Aoademio Advantages - An academic health center, which is associated 
with or part of a university, will include a number of health educational 
programs preparing students for different but related professions. . If the 
educational programs are properly organized in accordance with present 
recognition of the need for inter-professional cooperation, students in the 
different professional, programs will be encouraged gi;;f °PP°IJ""iH!!_e., 
to learn from each other and to recognize the contributions that the different 
professions make to the delivery of good healtn tare. Members of J^e 
different faculties will be able to interact with each other. Furthermore, 
and of considerable importance, both faculty and students in optometry, for 
eSn^le! ^^uld have mo?e ready access to such fields as anaton^, bacteriology, 
chemistry, microbiology, phaiwcology, P^y^^"' P^>^i°i°gy' 
fields of study that are often not taught m sufficient depth m independent 

O colleges of optometry. 

2'3i 



210 



Admntatrative Advantages - IncoiTX)ration of MCO into an academic health 
center would provide administrative benefits similar to those identified in 
the previously mentioned alternative (IC) . In addition, these benefits would 
be enhanced since the general administrative staff would be more aware of the 
singular issues that relate to education for the health professions, than 
would the administration of a university in which optometry might be the 
only health education program. 

^ CVinioal Advantaged - The advantages of the incorporation of a school 
of optometry into an academic health center are especially pronounced for 
the clinical education. In such an academic setting, joint clinical 
experiences would be provided and thus, students could become better 
acquainted with other health professions and learn to cooperate mutually in 
the delivery of good health care. A wider diversity of patients could be 
seen and treated in such settings, and the 'costs of operating separately 
administered smaller clanics for specialized purposes may be partially avoided. 

Feaearah Advantages - In a well oriented and operated academic health 
center, joint research between and among professions would be conducted. 
Although very specialized research is needed to find the answers to many 
biological issues related to human health, there is also considerable need 
for inter-professional research to improve the delivery of good health care, 
including preventive health care. Academic health centers provide a basis 
for such research that is not possible for an independent college in the 
health professions. 

Finanaial Advantages - The financial benefits that accrue from the 
incorporation of an independent professional college into an academic health 
center are varied. Reductions in costs may be anticipated because of the 
elimination of the need for multiple administrative officers for each college 
or professional program. Certain duplicate facilities, such -as libraries, 
are not needed. Some efficiency in operation, may also result in certain 
financial savings, and fund raising may be facilitated by coordinating 
promotional programs. 

At the same time, the budget for faculty salaries -may well be increased 
by the incorporation of an independent college of optometry into an academic 
health center. Generally the salaries paid to members of faculties in 
independent colleges are less than those, paid to members of faculties in 
academic health centers and universities. When the former are incorporated 
into the latter, the salaries of their personnel are usually increased to 
correspond with the general salary schedules of the academic' health center. 
Although total salary costs may be increased as a result of incorporation 
of an independent college into an academic health renter, the increase in 
salaries does serve as an inducement for some members the professions, 
who might not otherwise be so attracted, to assume academic responsibilities. 
In this manner the potential pool of competent clinical professors is 
increased to the benefit of education and eventually to the benefit of the 
future delivery of good health care. 

The advantages of the incorporation of the Massachusetts College 
of Optometry into an academic health center far oatweigh any disadvantages 
that may exist, or the advantages of any other alternative. 
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II - ALTERNATIVES FOR OSTEOPATHIC EDUCATION 
IIA - 'Provide No Osteopathic Education in New England 

This situation exists at the present time. As a result, the number of 
osteopathic practitioners is dwindling since the younger men and women, who 
are obtaining their professional education in colleges located in other sections 
of the nation, are not entering practice in New England in sufficient numbers 
to replace those who are withdrawing frOm practice for reasons of retirement 
or death. This situation is serious not only for the profession of osteopathy 
but for the citizens of this region who prefer medical treatment by a member^ 
of the osteopathic profession, and/or who reside in those areas where doctors 
of allopathic medicine do not tend to practice. As has been noted, osteopathic 
physicians have generally been more interested in family practice in less 
populated areas than have doctors of allopathic medicine. 

Unless osteopathic medicine is to be allowed eventually to disappear in 
New England, an osteopathic college should be established in this region. 

IIB - Establish an Independent College of Osteopathic Medicine 

' For the^saijie reasons that an independent college of optOTietry is relatively 
unsatisfactory for.vhe education of optometrists, the establishment of an 
independent college of osteopathic medicine does not appear to be a viable 
alternative. In addition, public funding would be most difficult to obtain 
for such an enterprise in New England. The policies for federal support in 
the establishment of new, independent, single health related colleges have 
been continually changinj^ and seem much less promising than in the past. 

•> , . 

lie - Establish a College of Osteopathic Medicine in Affiliation with an 
Institution That Offers a Baccalaureate Degree 

The reason for considering this alternative relates to the fact that 
most of the major or larger universities in New England already support schools 
of allopathic medicine and would not be likely, as did Michigan State IMiversity, 
also to incorporate a school of osteopathic medicine in their structure. On 
the other hand, there are independent liberal arts colleges to whom the 
affiliation of an osteopathic medical school raight have much appeal. 

The disadvantages of affiliating a college of optometry with a university 
that has.no health related education programs (IC) apply in a similar manner 
to the establishment of an osteopathic college in affiliation with an institution ^ 
that offers only a baccalaureate degree. In addition, there are other 
disadvantages. PJi institution that offers pnly a baccalaureate degree woidd 
have no faculty' members who are offering graduate s^tudies in the basic sciences 
that are so important to the education of a physician, as well as to the 
education of individuals fof the other primary health professions. 

Establishment of a college of osteopathic medicine in affiliation with • 
an educational institution must be based on more than convenience or availability. 
Consideration should include quality of supporting faculty in both clinical 
and basic science studies, availability of teaching hospitals and other 
' clinical facilities, and opportunity for inter-professional relationships with 
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laculty and students in the other health professions. Affiliation with a 
liberal arts college would not seem to fulfill these requisites, even though 
It might provide some administrative and financial benefits and availabilitv 
ol physical fdcilities. 

Ill) - hstablish a College of Osteopathic Medicine as Part of An Academic 
Health. Center 

The importance of incorporating a college of osteopathic medicine in an 
academic health center includes the same academic, administrative, clinical 
researcii and financial advantages as mentioned under optometric education in 
ID. Iii*rhc case of osteopathy, however, there could bQ an added impetus 
since, until very recently, colleges of osteopathic medicine were operated 
quite independently of the educational programs for any of the other health • 
professions. 

Osteopathic physicians, who have tended in most cases to serve as 
family physicians, have much in coirmon with such other primary practitioners 
as optometrists and podiatrists. The education for these three professions 
would be strengthened if planned and operated on a cooperative basis. The 
profession of osteopathy has much to offer to the professions of optometry 
and podiatry. In a similar maimer, these latter two professions have much 
they could offer to assist in the development of osteopathic medicine. The 
delivery of healtli care could, in turn, be enhanced by such an educational 
approach in ivJuch the three professions initially cooperated in the developmen 
ol an academic health center oriented towards the provision of health care 
to the citizens of New England. 

li! - ALTERfNlATIVES FOR PODIATRIC EDUCATION 
I IIA - I'rovide No l odiatrie Education in New England 

^ A situation generally similar to the future of the practice of osteopathic 
meaicme in New England, as mentioned in IIA, prevails in the practice of 
pidiatric medicine, although to a less pronounced extent. The number of ^ 
.Mracticinu podiatrists in this region will undoubtedly decrease unless a 
college far their education is established. 

IIIH - Establish ,in Independent College of Pediatric Medicine 

Ilic comments included ui,der the alternatives IB and I IB, as they relate 
to optometric education and osteopathic education, apply to pediatric education 
without need for further comment. 

I lie - istahlish ,i College of Pediatric Medicine in Affilirition with a University 
lhat iia*^ Ny Health Related Programs 

Advantages .ind disadv.intages to this alternative are mentioned with respect 
to optometric education iji IC. In the case of optometry, the disadvantages 
CKccod the adv.intages. 'Hio s;inie sitiwtion would prevail with regard to the 
possible establishment of a college of pediatric medicine within a university 
th.at offers no other health related programs. 
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^ HID - Establish a\cooperativQ Program Between One or Two Universities in New 

England and a College of Podiatric Medicine Located Outside of This Region 

This alternative can be considered because, at the present time, the New 
York College of Podiatric Medicine, located in the Harlem district of New York 
City, has insufficient basic science facilities to accommodate all of the 
students it would otherwise be able to admit. In the curriculum at this college, 
most of the basic science courses are offered during the first two years, and 
most of the clinical work, for which there are expandable facilities, is offered 
in the final two years. In most respects, the basic science courses of the 
podiatr>' curriculum are similar to those included in an allopathic or osteopathic 
medical curriculum. 

As a consequence of this situation the college is prepared to enter into 
a cooperative arrangement with one or itore universities in New England. 
Through such a proposed agreement, students in this region who are qualified 
and wish to study podiatry "could be granted admission by each institution 
to pursue the first two years of the podiatric curriculum at a university 
in New England and tne last two years at the professional college in New York. 

Northeastern University in Boston has recently agreed to mke some of 
its educational facilities available on stated dates for limited use by the 
New York College of Podiatric Medicine to assist it in providing continuing 
education courses to podiatric practitioners in this region. It should also 
be noted that the medical school of the University of Massachusetts at Worcester 
has facilities in the basic medical sciences that could accommodate a considerably 
larger number of students. 

An arrangement of the type outlined in this alternative might provide a 
means, at least on a temporary basis, by which some podiatric education could 
be offered in New England at an early date and at limited expense. 

HIE - Establish A College of Podiatric Medicine as Part of an Academic Health 
Center 

The advantages of the incorporation of optometric education and osteopathic 
education in academic health centers (ID and I ID), which apply equally to 
podiatric education, need not be repeated. 

On the other hand, what are the possible alternatives to including one 
or mve of the^e three professions in an academic health center that serves 
the citizens of New England? That is the issue presented in the following 
and concluding section of this chapter. 

ALTERr4ATIVE ACADEMIC HEALTH CENTERS IN NEW ENGLAND FOR OPTOMETRIC, OSTEOPATHIC 
AND PODIATRIC EDUCATION 

With the establishment of medical schools in recent years by Brown 
University in Providence, Rhode Island, the University of Connecticut at 
Farmington, and the University of Massachusetts in Worcester, there are now 
nine schools of medicine in New England. For many years medical schools 
have been in existence at Dartmouth College in Hanover, New Hampshire, the 
University of Vermont in Burlington, and Yale University in New Haven, 
Connecticut, as well as at throe universities in Boston, Massachusetts: Boston, 
Q ilcirvard and Tufts. 
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As may be noted from Table IX- 1, dentistiy is included at four of these 
• universities, and of the nine institutions with medical schools, several also 
offer a few other health related educational programs. However, none supports 
an academic health center in which the health related educational programs 
offered are in one center' on an integrated or cooperative basis. 

For example, the University of Connecticut conducts its dental and 
medical education in its large, new facility in Farmington. At the same 
time, audiology, clinical psychology, nursing, pharmacy, and physical therapy 
are taught ^7 miles away on the main campus located at Storrs. A similar 
situation exists at present with respect to the University of Massachusetts 
at its campuses in Amherst and Worcester. 

Another factor of considerable importance with respect to the inclusion 
of optometry, osteopathy or podiatry into an academic health center is the 
historical reaction of the profession of medicine to such developments Where 
such programs have been included in academic health centers (Alabama, Michigan, 
New York), the state legislatures have adopted measures to mandate such 
inclusion, and the universities have had central administrative officers who 
were supportive of the professions of optometry, osteopathy or podiatry. The 
discussions, which were conducted between Boston Universi^ty and the Massachusetts 
College of Optometry, an^ which ended inconclusively as to affiliation, could 
not continue because of issues be^een the professions of ophthalmology -and 
optometr>' that were irreconcilable at that time. There are no indications 
thi\ft these issues could more easily be resolved at the present time-to make 
if possible in the foreseeable future to include optometric education in a 
New Hngland university with a school of medicine. 

Ifi view of these factors £ind assuming that optometric education should 
be maintainqd and osteopathic and pediatric education should again be offered 
in New Lngland, and assuming that the best manner and place in which such 
education should be offered is in an academic health .center, this report 
concludes that the creation of a center will be required to provide such 
education. And further, since a single prognun of study in each of these 
three fields should be adequate to meet the present and' potential manpower 
needs in New England, they should be offered in a center created, operated, 
and oriented in such manner that they will serve the needs of the entire 
region, and not just one or two states. In other words, the academic health 
center that includes the professional fields of optometry, osteopathy and 
podiatry should be a regional institution serving and supported by each of 
the six New Hngland states. ^ 

How and where might such a center be developed with minimuri financial 
cost to the citizens of New England and within a reasonable sp^ i of time? 
At present, there appear to be at least two promising alternatives that 
should be analyzed in detail imnediately following the completion of this 
Health Sciences Research Project. Each of these provides for separate 
incorporation of an academic health center under the aegis'X)f the six states 
in locations that would permit cooperation, both formal and informal, with 
a university. One alternative is'ac .T^ftoo, within a few miles of the 
School of Medicine of the University of Massachusetts in Worcester. The other 
is in conjunction with Northeastern University in Boston which has rather 
extensive property adjacent to the city that could bo developed for use by 
^ an academic health center. 
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By action of the General Court of the tommonwealth of Massachusetts in 
i974, over a thousand acres of land with unoccupied buildings are being held ^ 
as a possible site for establishment of the proposed regional college of 
veterinary medicine. Ihere is more than ample land available for the expansion 
of its use to include educational programs. in optometry, osteopathy and 
podiatry, as well as other health educational activities, should such additions 
be feasible and desirable. 

Because of the proximity of Grafton to the School of Medicine of the 
University of Massachusetts, a iNew England academic health center on this 
site could develop both fonnal and informal cooperative arrangements with 
the School of Ntedicine to the benefit of all of the educational programs, 
students and faculty members. Such cooperation would also reduce duplication 
of facilities and services, and lessen the total costs to the citizens of 
New England. 

Further educational cooperation in this geographical area is possible 
through the Worcester Consortium for Higher Education. This consortium is' 
composed of 11 institutions of higher education, including the School of 
Medicine, as well as ten associate members v>4aich include the Worcester 
Foundation for Experimental Biology. The consortium sponsors a number of 
shared and cooperative activities,' one of which is a health studies option 
for students in the various colleges who wish to pursue health related 
vocations . 

Northeastern University 

A second alternative is related to a university that offers the largest 
niDnher of health related programs to the largest nunfcer of students enrolled 
la the health sciences of any institution in this region. Table IX-2 lists 
the health related programs that are offered by Northeastern University on 
its c^ijipus located in the center of Boston. In addition, it has two sizable 
tracts of land ininediateiy adjacent to Boston; one consists of 290 acres in 
Burlington, cind the other is over 200 acres in Ashland. The University is 
willing to explore the possibility of establishing on one of these locations 
a multi-state governed and financed regional academic health center that 
would be operated on a contractually agreed, cooperative basis with 
Northeastern. 'Hie potential for cooperation is extensive, and again at less 
cost than would be the case in the creation of an institution without the 
potential of intimate cooperation with an established university. 

SIGNIFICANT FEATURES OF A POTENTIAL ACADEMIC HEALTH CENTER IN NEW ENGLAND 
FOR OPTOMETRIC, OSTEOPATHIC AND PODIATRIC EDUCATION 

At a time of political uncertainty and economic stringency, even the 
mention of a new academic health center may be disquieting, if not distressing, 
but in uneasy tiiTies one must still plan for the future. 

V 

This project^s demonstrated that without educational programs in 
optometry, osteopathy and podiatry in New England, there will be insufficient 
manpower in these professions in the future to serve the health care needs 
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of the citizens of the region. This fact presents a singular opportunity 
for six states to establish an academic health center that will serve and 
meet the manpower needs of an entire region for these three professions. 
Such an opportunity would require that these professions, with the possible 
inclusion of veterinary medicine, plan and develop simultaneously on a 
coordinated basis integrated educational programs, both academic and clinical 
that will prepare practitioners to deliver health care throughout the region. 
Educational planning on an inter -professional basis is difficult; it is 
almost impossible to pursue successfully after programs of study have been 
developed independently and are in operation. The opportunity for such ' 
planning on the part of a group of primary health professions exists in 
New England. ^ The next and final chapter of this report offers specific 
recommendations for the implementation of such planning. 



CHAPTER X 



RECOMMENDATIONS 



Readers Of this report who previously had little knowledge p£ the 
development of the health professions or their relationships with edch other 
my feel baffled by the amount of information that has been presented, 
especially in the first seven chapters, just as the student of mythology is 
confused when he or she first encounters the fables of the Greek and Roman 
gods and goddesses. In fact, the director of this Health Sciences Research 
Project has wphdered on occasions whether he may not be lost in the maze 
designed by Daedalus to confine the Minotaur or be swimming in the river 
Meander that flows back into itself and reverses at various times. 

He has resisted the assumption of lilceness Sisyphus, the King of 
Corinth, who was condemned for disrespect by Zeus to push a heavy rock .up 
a steep hill for the rest of his life. In resisting this comparison the 
director recognizes, however, that the road ahead for the recommendations 
that complete this project is not on level terrain; it does have some steep 
grades that need to be ascended, and there is not one large, heavy rock, 
but many different sized rocks that^must be propelled simultaneously if the 
summit is to'^he attained successfully. In contrast to the burden imposed 
on Sisyphus, -implementation of the recommendations of the Health Sciences 
Research Project need not be an endless chore with no potential for 
achievement. , 

These rocks represent a number of disparate factors. First, there are 
the health professions - optometry, ojsteopathy and podiatry, plus allopathic 
medicine witJi its various Specialties. Each of these professions and 
specialties has a n^tional organization, state societi.es, and in some cases, 
a New England regional association. These professions do not have common 
policies, nor do state societies in one profession necessarily agree with 
all the policies of their national or regional organizations. 

Second, for this project which is concerned with higher education for 
the health professions, , there are innumerable colleges and universities in 
New England whose interests must be recognized. Each has a separate board 
of trustees struggling to find sufficient financing merely to maintain 
its offerings and services. At the present time, these institutions 
are not interested in the establishment of programs of study which may compete 
for the funds that they each desperately need. 

Third, the governments of the six New England states are directly 
involved, since it is through tliem and as a result of their legislative and 
administrative actions that any regional health educational program could 
be launched and developed. 

Fourth, there is the federal government whose largesse has made possible 
the post-World War II expansion of education for the health professions and 
has also helped to fashion social policy so that the concept of regionalism 
is beginning to be recognized as one answer to some problems that many of 
the individual states cannot resolve alone. This study maintains that each 
state cai^not and should not be expected to provide educational programs for 
each of the many and growing number of health professions, and that the states 
should combine their resources for this purpose on a regional basis . 
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Fifth, there is the general public which must be informed and reminded 
that provision of good health care to a larger proportion of a growing 
population is initially dependent upon planning far in advance for the 
education of a number of different types of health professionals. 

Sixth, there are the planning and coordinating agencies that have been 
created primarily to perceive future social needs and that are expected then 
to encourage and cajole the other elements, whose interests often differ and 
compete, to agree upon and support a common policy that is intended eventually 
to improve the health of citizens. 

TJie leadership of the New England Board of Higher Education, as the 
legally established regional coordinating agency for higher education, is 
the first requisite for successful fulfillment of the recommendations 
presented in this concluding chapter. 

Because of the many complicated issues involved, because of the need 
for understanding and support from many disparate elements, and because of 
the current financial constrictions encountered by government at all levels 
and the corresponding political stalemate in most states, the issue of time 
must be recognized as a determining factor. Despite the example of Noah 
and the ark whose ordeal lasted only 40 days, it will take many times 40 just 
to bring on board the various elements whose support is necessary for the 
creation and operation of, a regional academic health centner in New England. 
But once on board, their joint participation will set an example for similar 
developments in other regions of these United States. 

As everything cannot be accomplished at one time, a series of separate 
steps will first be necessary. Recommendations for some of these initial 
steps are presented later in this chapter, with special attention being given 
to the conversion of the present Massachusetts College of Optometry (MCO) 
to a regional, multi-state supported program. The present serious financial 
condition of the college makes this conversion an issue that should be of 
• immediate concern to the citizens of New England whose future health care 
will be adversely affected if optometric education is not available in this 
six-state, region and if the primary source of optometric manpower is discontinued 

It seems appropriate to submit recommendations for the establishment of 
a regional academic health center, which is the ultimate goal of this Health 
Sciences Research Project before presenting recommendations for immediate 
action with respect to MCO, despite pressing need for attention to optometric 
education in New England, and before presenting recommendations with rcsi)ect 
to osteopathic and pediatric education. By presenting the recommendations 
in the following order the more immediate, initial steps can be oriented in 
a consistent and logical sequence. 



RECOMMENDATIONS FOR SUBSEQUENT ACTION 

A - CREATION OF A REGIONAL ACADEMIC HEALTH CENTER IN NEW ENGLAND 

Various facts that support the concept of a regional academic heaitli 
center have been presented in the previoas chapters of this report and 
reiterated in the summary contained in Chapter IX. These facts support 
several basic points. 
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1. Adequate provision should be made for education in New England 
of health professionals who will provide ainbulatory and 
primary health care, the demands for which are .anticipated 

to" increase throughout the region in the coming years. 
Three professions that place emphasis on ambulatory and 
primary, health care are optometry, osteopathy and podiatry. 

2. It is necessary that a program of study in optometric • - 
education be continued and maintained in New England 

if professional optometric manpower is to be sustained 

to meet the eye care needs of the population of the 

region. ^ 

3. It is necessary that prograjns of study for osteopathic 
medicine and for pediatric medicine be reestablished 

in New England in order to assure maintenance of manpower 
in these professional fields to meet the health care 
needs of the population of the region. 

4. Since, for the foreseeable future, a single program of 

study for each of these three professional fields should ' 
be sufficient to meet the needs of the New England region, 
such programs should be established on a regional basis 
to serve all are^s of New England. 

5. Programs of study for such professions as optometry, 
osteopathy and podiatry should be offered in New England 
in a regj^onal academic health center, not only for 
educational and professional benefits but also for ~ 
reasons of economic advahtage to each of the six states. 

The following recommendations are based on these facts. 

Recommendation A 1 

Thp New England Board of higher Education should serve as the coordinating 
agencij for a program planning project and sponsor the analysis necessary to 
implement the eventual creation of a regional academic health center in New 
England to include programs of study in such health professional fields as 
optometry ^ osteopathy and podiatry y in addition to others that might later be 
i^'i eluded. 

Recommendation A 2 



The 'New Erhjlcvid Board of Higher Education should - 

(a) r.cr'rk rhc funding necessary for the program planning project 

'Old 

fo) cyicouvMjQ support and participation on the part of the 
appropriate health professional societies in the project. 

On the basis of information presented in this report there are two 
possible locations that seem especially promising for a regional academic 
health center. One is on, property in Grafton, Massachusetts reserved 
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temporarily by act of the legislature of the Commonwealth of Massachusetts 
for a regional college of veterinary medicine. The other is on property 
owned by Northeastern University within the greater Boston area. 

In many respects sLm^ar advantages exist for each of these two 
locations . 

1. ITiere is adequate and available land on which a regional 
academic health center could be situated. ^ 

2. It is anticipated that contractual arrangements for cooperation 
could be developed with neighboring universities. In the 

case of the Grafton site, cooperation could be developed 
with the School of Medicine of the University of Massachusetts 
in Worcester and with the Worcester Consortium of Higher 
Education. In the case of the property owned by Northeastern 
University, cooperation could be developed with i>Iortheastem, 
an institution that offers the largest nxmbev of health 
education programs of any university in New England. 

3. Provisions for adequate clinical programs could be developed 
within reasonable distance of either location. 

4. In either case, a regional academic health center could be 
created without the difficulties and struggles that would 

be entailed in endeavoring to convince members of the' nodical 
'profession that educational programs for any one or more of 
these Three recognized professions should be offered by a 
university that already incorporates a college of allopathic 
medicine. 

Recommendation A 5 

In analyzing possible sites for the establishment of a regional academic 
health center in New England, the program planning project should givr spacial 
attrnfim to property in Grafton, Massachusetts, and to property owned by 
' Northomtem University within the greater Boston area. 

Before a regional academic health center is actually created, it will 
be necessary to develop more definitive information than was authorized in 
the contract for this Health Sciences Research Project. To undertake the 
necessary analyses, participation of a number of individuals who possess 
specialized competence will be required in the proposed program planning 
project. 

The program planning projecit should be authorized to analyze and prepare 
specific^ recommendations with regard to the following issues for a regional 
^ academic health center. These are - 

1. the basis of control or governance, including type of 
composition of the board of trustees and adjninistrativc 
structure; . 
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2. the meaiis and sources of financing for such an educational 
enteq^rise; 

3. the development of detailed curricular plans on a cooperative, 
Lntcr-disciplinaiy basis for such professions as optometry, 
osteopathy and podiatry, as well as veterinary medicine; 

4. the development of detailed plans for clinical services 
to be provided by the proposed regional academic health 
center with attention to the needs for improved access 

to the delivery of health care for the population Ln both 
the metropolitan and rural areas of New England; 

5. the development o'f architectural and engineering pKins 
for the physical facilities required for a regional 
academic health center; 

6. the designation of areas of potential cooperation 
between the regional academic health center and 
neighboring universities; and 

7. the creation of a budget for start-up costs, construction 
costs, and annual operating costs for a regional academic 
health cent6r for New England. 

These topics are specifically enumerated in the following recommendation. 
Recommendation A 4 

The pronvam planning project for a regional academic health centrr in 
New England r.hould he expected to anahjr.e and develop specific proposal r> u)ith 
respect t(> th(' follomyig topl(*s: 

(d) forfn of control anil administration 

*[t>j :> ^ar'cs oj financing 

(c) i K tcr^Jis<* ip 1 1 nary curricula 

(I) *'infcul ^\lucatinn and services 

(c) ai^chiicctural a>'d /engineering plans 

(f) inter-iyisti ^utional cooperation with neighboring universities 

(j) Uidgrts for cons f rue t ion, start-^up and annual operating 
expenses ^ 



RECOMMENDATIONS FOR IMMEDIATE ACTION 

IvTiile the eventual creation of a regional academic health center is a 
long-term project, there are actions that can be taken more immediately with 
respect to optometric, osteopathic and pediatric education in New England. 
In fact, if action is not taken immediately with respect to optometry, the 
•education that is now being offered in tjiis professional field, primarily 
to residents of this region, may be severely ijipaired. 
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B - NEW ENGLAND COLLEGE OF OPTOMETRY 

Since there is an independefit college of optometry in New England, 
which has been in^ existence for many years, and since it is- at present in 
an extremely precarious financial situation, the primary focus of this 
. project has been on the conversion of tjiis college to a regional, multi-state - 
supported institution. The goal is based on the ^ premise that a small 
independent professional college cannot be operated successfully under 
present conditions without an annual income from endowment or other assured 
sources to provide a major supplement to revenue from tuition. 

The Massachusetts College of Optometry is a small, sing Je- purpose, 
professional college which has been financially dependent for its continued 
operation in recent years on tuition revenues and grants from. the federal 
government. Gifts from corporations, foundations and individuals have been 
very small, and financing from the New England states has been limited to 
the year 1974-75 when Connecticut signed a contract with the college and with 
NEBlUi to provide funding in return for admission of a stated number of qualified 
students who are residents of that state. X^e legislature of Connecticut 
did not renew appropriatioii^ for this progran for 1975-76. 

In view of the imminent reduction of federal funding and the probability - 
that gift monies will be insufficient to meet the total operating deficits, 
MCO must increase its tuition charges, endeavor to raise more funds in the 
form of gifts, and at the same time, concentrate its efforts on seeking yearly 
appropriations from all the New England states, each of which would benefit 
by cooperative regional support for optometric education. This effort will 
necessitate careful planning and the execution of a series of steps. Over a 
period of several years, directed toward the incorporation of the college 
into a regional academic health center. 

Recommendation B 1 

:hc Board of Trustees of the Massachusetts College of Optometry should 
ti>r inri'^iiate action that will - 

('0 raise tuition charges for all students; 

(h) cxijand the college's program of solicitation of gifts from 
'ill sources; 

(c) reduce expenditures wherever possible without impairment of its 
educational program ^ 

(i) officially change the name of the institution to the New England 
College of Optometry; 

(c) revise the college's charter and by-laws, as appropriate, to 
permit appointment of some members of the board of tr^istees by 
t-he governors or other designated officials of each state (see 
Appendix A for proposed revisions in charter and by-laws; and 

(f) declare the desire and the intent of the college (i) to become 
a regional multi-state svpported program of professional study, 
and (ii) to be integrated into a regional academic health center. 
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Despite the fact thcit current fiscal conditions are not propitious for 
the states to expand their economic commitments to educational programs, the 
financial conditions of MCO pennit no alternative to seeking such public 
support at this time. Either one of two methods of providing state funding 
of optometric education Ln New England should be encouraged. One method is 
through contracts between the college ^ind the individual states, similar to 
the contract with the state of Connecticut, but on an expanded basis. ITiis 
method guarantees a number of places in each entering class to qualified 
residents from each state under contract. The second method is direct 
appropriations on a yearly basis to the college once.it has been converted 
to a publicly supported and regionally controlled in^itution. The latter 
method is more desirable on a long-term basis. 

Under the second method, an equitable share of costs distributed among 
the states would be based on the total population of each state to the total 
population of the region. Table X-1 indicates what the costs to each of the 
six New i;nf;Iand states would have been for the fiscal year ending June 30, 1975 
were such a [)asis of financing in operation at that time with each of the 
six states participating. The amount of total state funding -equired is 
$462,727 or $1,635 per student, based on the total expense budget for MC;o 
to educate 283 fuJ 1 -time students during the fiscal year 1974-1975 less 
income from tuition, operation of clini'-s, gifts, and research contracts, 
excluding capital equipment. Income frc i federal distress grants and 
capitation grants thnt have been provided in recent years is not included. 



1 TABLE X"l 

COSTS TO THE NEW ENGLWD STATES FOR MCO OPERATING AS A 
REGIONAL/ POBLICLX SUPPORTED COLLEGE OF OPTOMETRY ig7i+-ig75 



listimated Percentage <9f , Amount of 

Population Total N.E. Funding for MCO 

N.L. States 1975 Population Current Operations 



Connecticut 
M;iine 

Massachusetts 
New Hampshire 
Rliode Island 
Vermont 


5,080,000 
1,059,000 
5,799,000 
794,000 
967,000 
466,000 


25.26 
8.55 

47,. 76 
6.54 
7.96 
2.84 


$117,348 
39,563 
220,952 
30,262 
36,833 
17,769 


Total 


12,151,000 - 


100.00 


$462,727 



Source: Cwrcnt Population Reports, Series P-25, No. 539, 'Population 

Estimates ;ind Projections: Estimates of the Population of States 
by Age: July 1, !973 and 1974," U.S. Department of Commerce, 
Bureau of the Census (Washington: Government Printing Office, 
January 1975). 
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Recommendation B 2 



: i-:' . h' !o: 'fun of u (system of fiyiancnng by 

y^i' *f ' ; >j' ' f r.ur .Wijj Fnji'ind states sitavco eauiLably 
*' /'^'ci. !'!'i'fy.j ''\:tc. jf the I f.ilti tiAt lun; 



(I) I 



'^^^ * ^; r 'friiSn ^<ji 'h rotate provider <xnnual 

fu<'':.'>ii' in i>\*' y^)v^ i tn the yii&nbev of places in each 
^':y:t r'7'/j;: juavj.n^ee'1 for* qualified y^si.dents from 



{ ^ ^b'-'iiK f^'drv ij fund'nj f: assist the college during 
f'rb 'r:r,^'i' icv'od f^'j^v Independent J.}}sti tutior] 
' o>. ft: ' 'state supported and regionully 



Recomnendation 
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r: f ^iijhro Education should^ provide all appropydztc 
k.u}'^:tc ■J'^'lleg-'^' of Optonetry as it seePs federal 
^'.Kb^avjrs to he converted fron an independent 
ic r-ul ti~^tate supported and reglofially controlled* 



Although the current financial conditions of MCO represent its most ^ 
pressing issue c'lnd one that must-be faced directly and resolved, the long- 
term issue is the incorporation of the institution into an academic health 
center. It has already been observexl that when a program in optometric 
education is offered in conjunction with other professional fields there 
are innumerable benefits • The educational program is strengthened. Teachers 
in different disciplines have more ready access to each other. Research is 
stimulated and enriched. Students are exposed to wider learning opportunities 
when taught in some classes with students pursuing studies in related 
professional fields. Clinical exj)eriences can have more meaning for students 
when they treat patients in multi-professional clinics, and the patients 
can also be given better treatment. 

ITiese and other benefits can result when optometry is taught in an 
academic health center. But, as previously. indicated, the incorporation 
of MCO into a regional academic health center that does not yet exist will 
require considerable time in planning and implementation. Consequently, 
only the first steps toward such integration can be taken at this time, but 
they should be initiated now. 

Because of the geographical propinquity of MCO and Northeastern University, 
and because of other factors previously mentioned, it will be beneficial if 
the two institutions negotiate and execute a contractual arrangement for 
close educational coo^x:ration. iTiis could be a major step leading to the 
incorporation of optometric education in New Rngland irvto an academic health 
center. Cooperation between MCO iind Northeastern University could include 
such activities as reciprocal use of libiaries, clinics, laboratories, 
recreational and other student facilities, joint faculty appointments, offering 
comnon basic science courses,, cross -enrollment of students, sharing computer 
time, joint faculty research, and jointly planned visiting lecture series* 
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Since cooperative possibilities between MCO and other neighboring 
imiversities have not been explored in the conduct of this project as 
extensively as they were with Northeastern University, MCO might wish to 
seek a^-basis of cooperation with more than one institution. 

Recommendation B 4 

The Board \i' Trust^^es of the Masa-uhusctts College of Optometry should 
take a'?tion au^h:ri zinj tJut st^'^fis he taker,, as soon as possible, to negotiate 
and exe^jute J '':'}Ltra.^t het^jjrjm the colleje arm Northeastern University, and 
other appropriate institutions, providing for as many areas of cooperation 
as possible between MCJ and the other institution or institutions, and also 
providing tli^i^rjne contract or contracts be subject to review at the end of 
'three years following execution, 

C^- NEW ENGLAND COLLEGE OF OSTEOPATHIC MEDICINE 

The establishment of a college of osteopathic medicine in the state of 
Michigan a few years ago may have implications for the development of 
osteopathic education in New England. It is of interest to note that the 
incorporation of the college of osteopathic medicine at Michigan State 
University" was the result of the conversion of an existing college. The 
Michigan legislature enacted legislation that provided for the transformation 
of a tlien recently established independent professional college into a 
university- related academic health center. 

The New England Foundation for Osteopathic Medicine is at present 
taking steps to create a college of osteopathic medicine that would be 
affiliated with a university or a liberal arts college. It is possible 
that if an osteopathic college were already established and operating, the 
legislatures of the six New England states would become more aware of the 
need for osteopathic medical practitioners in this region and then become 
more sensitive and sympathetic to the financial measures that will be required 
to support osteopathic education in an academic health center. 

Recommendation CI' 



li^-- .Vt'V rjijii^Ld F-'>uKdati' »i fci* iK^^ t^^opath? * Medicine should 



( i) '.'K'^'>iur ur' th '-s rffort,^ ^-r^ "-ab^ 'sh a New England College 

''JrjLc'>u' ^' begj>' oprratior.s at the earliest 



^f 'Jj'^'ora^h: - 
feasible di:^^. ; 

(b) dr 'tare at thr tim^ ^' iyJentioyt to cooperate in 

thr plmniyig f r ayii ccJabl i slvnent of a regionxxl academic 
hra^th ''r}itcr ik New FKgland; a)id 

(0 r.ceP ^'Vrntually io incori>orate ^Iil NnJ England College of 

■JsU:r^pathic Medicine into a regioydil acalcmic health center, 
^'f ani 'iJhrn ruch a center is *>stabli r.ked in New England, 

D - NEW ENGLAND COLLEGE OF PODIATRIC MEDICINE 

In contrast '-nth optometry, which has a college in operation in New 
England, and osteopathy, which has a regional foundation endeavoring to 
establish a college, podiatry, at the present time, must rely on the several 
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state societies which include among their activities participation in a 
regional conference held only onQe each year. * There is now no college of 
podiatry in New England, nor any coordinated, regional activity seeking to 
establish one. 

In the adjacent states of New York and Pennsylvania, there are three 
colleges: one in Philadelphia, established in 1960; one at the State 
University of New York, Stony Brook, whose first class has yet to be 
matriculated; and che New York College of Pediatric Medicine in New York 
City, founded in 1911, which is the oldest college of podiatry now in ' 
operation in the United States. It is this last college that has the 
potential for comparatively easy expansion of its clinical educational 
offerings, which are given in the last two years of the four-year course. 
However, it has insufficient facilities for expansion of its enrollment 
in the first two years, which are devoted primarily to the basic sciences. 

With encouragement from^^the American Podiatry Association, the New York 
College of Pediatric Medicine has recently made arrangements to extend its 
continuing education offerings to practicing podiatrists in New England and 
has contracted witl> Northeastern University for part-time use of some space ' 
in which to bffer these programs. In addition to this development and as 
a means of establishing some undergraduate education in pediatric medicine 
•in New England, the New York College of Pediatric Medicine is prepared to 
initiate discussions with one or more universities in this region for the 
development of a cooperative program by which qualified residents of the 
New England states, who wish to study podiatry, could be admitted to the 
cooperating university to study basic medical science courses for two years 
before completion of the final two years in New York, where there are almost 
unlimited clinical jpossibilities. 

Recommendation D 1 

Thft American rodiatr^ij Assoniation should assume leadership and seek the 
eoupcration of eaeh of the stat^ podiatric soeieties in New England in creating 
u New England foundation for Fodiatric Medicine whose primary purpose would 
he the establishnent and' support of podiatpic medical education in this six- 
state f 'eg ion. 

Recommendation D 2 

The New EyigJ arvi Jinard nf Highr^r tducation should - 

(a) asswne leadcrhip in im'Uating -discussions betieen the 
New York ^'ollege of Pediatric Medicine and Northeastern 
Umversity^ the Uhiversity of Mdssachusetts at Worcester^ 
and other appropriate universities in New Engt .nd^ leading 
t(^ a contractual y cooperative arrangement by which 
qualified residents of these six states could be admitted 
tn a university in New England for the first part of 
the if' edu<*ation in podiatry followed by enrollment for 
thr- finil part at the New Yorlr College of Podiatri^c 
Medi^nnc; ami 
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Rcconimenck it ion 1)^ 3 

rh' .Vc"J Kyi4''->ii h^^ii'i 'f Hi jJh y r iw-i^' -k nid th^^ 'J^u Ey.jLind F'^uy h ^ ioy: 
th^' :> )di : vi * '/^^-^'iifni 'r -^Ji's .'4ix-;^f"zt^'' rcni ''ri^ <mlij iiu m 

'r\j}>HA^y* jd*i^'^ ^ . l\r['Ual hu'lA^lo>i of l\'di(Xf V i:"" , IVa" if I < i}' I 

<- rej^'onal .i.^nd'-^^niL* hca^ j^jritev^ if a?vi when such a Cfmtcr is established. 

OTHER RECOMMENDATIONS ' > 

E - PrxJCATION lU MEET HEALTH CARE MANPOWER NEEDS ^ 

For the eventiicil and successful implementation of a regional academic 
health center in New Hngland, it is necessary that a number of disparate 
groups be fully informed on a regular basis of the purposes and need for such 
an enter{M'ise. As stated in the earlier part of this chapter, these groups 
include- the liealth professional societies, institutions of higher education, 
' legislators and other officials of the six state governments, planning 
agencies, officials of the federal government, and the general public. Each 
of these groups should be informed on a regular basis of the desirable 
educational means by which the need for health manpower iaNeu^ En^^l^md can 
and should be met. 

Recommendation H 1 

' V; . wV ; : B ^ <pd \f II ' J h c :• ' h !u .'a^ i eyi sh.ovl i asew^^'' u\i l^vsh' r i > ^ 
j-^/^'i - 

( ') ' : o^'c-i ^'K.: foy rectivj narqc^wer yw^C'is i'-i the 

i^:i''h :rifr.;:,:i ^)ie ik Knj^'ifid; 'lyid 

(} ) f^vit i*')u- ] u ' 'y*u^: to fhr Y^r^sidoi^s ''f -^'h^i 

e's il'j.^ f j\i}i'I ,:*</jes hj the establishment lyid opry^j^in}! 
-f ' i'*:'ji''^ul iJ'/d^mi'/ health jeyitev, 

F - STIMULATION BY THE PROFESSIONS 

Tlie stimulus for continued provision of optometric education in New 
lingliuid should come from the members of the profession of optometry. In a 
similar miinner, if there are to be colleges of osteopathy and oC podiatry 
in New hngland, these two professions must provide the motivating force. 
Without active participation of the members of the professions in each of 
the six states there will likely be only rhetoric and little action. 
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ReconuiienJat ion F 1 

■'^•.•^o^^-/i 7 CoH^sje of -hdnmrtvij rMould purr.Ui? every appropriate 

^ ' "^^^"^J^^ J^'^'hrrs >f pi,^fcs3i:m of optometry in each of the 

" \ ' ' CKo~K4ruje the stater, to finance the college 

* ■ ''>^^'^^'^^^n of the -olUge to a regional, multi^state 

'']' ' ' '^''^ '''^ ^'veniually to be incorporated into a regional academic 

ri'^ i' "n ^ 

Rc coiTTni cndat ion F 2 

^yj'-^^^^ Fouyidatlon for Octeopathic Medicine should pursue 
fi'^f'l" '^j ^\:-'''^^"'' ''>i^^rjur:ijc mrwbcrs of the profession of osteopathy 
\' " ''^'J-'^^^'-^ iJtatcs to support actively the creation of a New 

' ^'V^^'^ ''f Ostoepath'c Medicine, eventually to he incorporated into 

RccoiiBncndation F 3 

-'^^'^'^ ^y^"-^ FK'jlmd Foundation for Podiatric Medicirie has 

' ' \\ '-'-v'"' ''-^y^, "-hr^ 'r-^^rl'ran Pediatry Association, in cooperation with the 

' ' " '^^-'h of the IJeio England states, should pursue every 

rfc.rr ir,ur^' ^'u^-^^mvajr n^vrhp^i'c^ of the profession of podiatry in 

'/'•''• ^'^ty^^ly rJu^ ^'nitiar ion of a program of education 

' \ ' i'l this regir>r and to support the eventual inclusion 

'J '^i / ^" jrin w r^'j^'^)}j/l a^'^jdemlc health cent n\ 

^-iNTER-PROFESSIOrjAL STUDIES 

ITie practice of any of ctie health professions is influenced in varying 
degrees by its relationships with other health professions. In the case of 
the delivery of eye care, the relationship between the profession of optometry 
-and the -medical specialty of ophthalmology has a direct bearing on the 
development of optometry as a profession, on the extent, type and cost of. 
health care available to the public, and on the educational programs that 
prepare practitioners for the profession of optometry. Repeated attempts 
hivc been made by ophthalmologists and optometrists Jointly to resolve 
many of tfieir differences generally with limited success. These endeavors, 
which must be pursued and completed in a manner satisfactory to all parties, 
recjuire the presence and involvement of a third party to have the slightest 
dunce of success. 

Recommendation G 1 

Fhj^ jy.'I B'i'irl of Higher Fdwatlon should - 

I f-) ''sh i>} hitcr-jn\ifcssiuml committee to he concerned 

' ' ' y^ /'^v porS''n>:e I ; 

) :^Pf 'mu't.'^ r^^i^'rr.eyitativnr. of the optometric profession 

/ t rf.!tiv^^s^'r'f ^hr wo<li"al sjv^noil ty - of ophthalmology 
n ' /W.: >rifvr'. rr fo servo ,.>z this hit or^professional committee 
n: .^nul numhor of knowledgeable, non-health profess iofials: 
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Pt'St ihi J ! t ?!f .r; 

(2) ^.^! ! * rt h J 'irll J>ul\'.',f}l<J lnfOt*^i>ltl 're 'fl-Jn' f '-//-^o 

• f I ^ I'i) >j:>'' i'}''^-:'' a^'j ^'j'j ilh ' i* I! iU jjut i oyi 

l>''i\)on>i^d lyi'! udhhj y but net lim'trd fn^ 
oi'htJuilmoloji c,ir>y opt r'rw t I'i r,t r> ^ opfi^*' :y\:, nui rifC 

. 'r}^f , 

(7)) rri^/'riu'inj fhr I i '*enc^ur''' l<u:r^ foi* ^hc i)'H'*ii>*r of 
<)],ior}c^\'>j .Did othcv :'uc ^rxrr hi^i^h jyu', 
'hi rch,*}i of the states of Now hhvjland w^ifh the 
'}if'-yituyi <'f niukiyij 'om^r'rridd f i fo*' f.hrh* 
Jiyiif 'vmi tij; ayvi 

(■l) . A' fuyidinj f r r^ut'pot*! of the ^h*fdv^tie.) of thii) 

: >i' o ['"I'Vof^ ej,"^! oyi J t'o^we'^^'- fi:\n -^ir // / 7\ 'm/'/./ ^ • ^ -ij of 
the frlo^'d ^j0V''V''J'h >it . 
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CONCLUSION 

As indicated sev^eral times in this report, the Health Sciences Research 
Project has fociised it? priiiiary attention on the Massachiisett.s (bllege of 
Optometry aJid the proposition that "it should be organized, aclniinistered, 
and supported as a public New Hngland regional facility." 'Iliis is not a 
new idea. In 1950 the ./Association of Schools and Colleges of Optometry^ 
adopted a resolution pledging "to cooperate {iiid assist in studying, planning, 
and carrying out regional programs in optometric education," and urging 
"every agency concerned witli regional programs in education to study the 
need for optometric education in its area." 

Almost 20 years later, with funding from the federal government, such 
a study has been completed under the sponsorship of the New England Board 
of Higher Hducation. The conclusions of this project strongly support the 
concept of regionalization for optometric education in New England. 'Hie 
recommendations propose ways by which such regionalization „can be developed 
not only for optometric education but also for osteopathic education and 
pediatric education. ^Tie next step is to implement the recoimjiehdations . 
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APPENDIX A 



CHANGING THE LEGAL AND FINANCIAL STATUS OF THE 
MASSACHUSETTS COLLEGE OF OPTOMETRY 



Converting the Massachusetts College of Optometry (MCO) from a private 
to a public institution supported and operated on a New England-wide basis 
seems most practicable if accomplished in several stages. The subject has 
not yet been explored with the governments of the six. states. Consequently,, 
it should be assumed that some time must elapse before the idea can win 
acceptance arid be legislatively and administratively implemented. In the 
meantime, MCO must continue to operate substantially on the basis of its 
present authority. It should also be considered that there are possible 
gradations between completely private and completely public status and that 
an evolutionary process, even if it is one lasting only several years, may 
be more manageable than a sudden metamorphosis. "Some institutions, once 
entirely private. now have a degree of public support and control. Specific 
arrangements vary and can be tailored to the circumstances of the particular 
case. 

The inclusion of a regional college of optometry in a New England 
Health Center would be facilitated by making MCO into a regional institution. 
However, for the present, this may be regarded as a separate question whose 
outcome is dependent on future developments in other fields as well as on 
the support of optometric education by the states of the region. Accordingly, 
this appendix will deal only with the regional ization of MCO, and primarily 
with steps in that direction.that could be taken fairly soon and with a 
minimum of new statutory or other machinery. 



Initial Action by Massachusetts College of Optometry 

There is little like,lihood that MCO could or would be converted irtto a 
regional college of optometry with major or complete state support unless 
it desires such a change in status and itself moves to invite and encourage 
the change. From MCO's standpoint, the reasons for doing so are compelling. 
They have been described in the body of this report. From the point of view 
of the states, the advantages of a regional college of optometry are also 
substantial, but it cannot be said that they are yet well known to governors, 
legislators or the general public. 

It follows that the first formal steps should be taken by the 
Massachusetts College of Optometry. The incorporation documents which MCO 
has filed with the Commonwealth of Massachusetts and its By-Laws presently 
provide the legal authority upon which the institution functions. These 
documents also fix the name and character by which MCO is known and the 
nature of the governing board which directs its affairs. 

233 

14^2 Ljburnuin Street. McLean. Virginia 22101 • 703 5}4^m0 



234 



Thic nS"^"^ "^""^ ^° New England College of Optometry 

This change could be accompl ished by amendment of the Certificate of 

io r c^'u aJel^JhrinJ'^'^'" °' ''tt- would be to° ndicate 

^dentiS u ^^^f°?r^Pjic area with which the College intends to be 

in^fif^foth^j ?harM::^°ch'^s:t?f^"^'^^ ^^^^^ °^ -.^^^-^^ -pp-^ 

The next step could be for the renamed College to take official arHnn 
rlnlnl]' ^f°^^■^^°^ the institution to seek and^accept a role a a 
regional college of optometry and to invite financial and other arranaements 

he re'Sa^ed'cof ''''^t'^^'y^ the present Board of'r ees o 

tne renamed College could issue an official <;fflfpmpnt Tfc ^^,^r^*■ ^ Z 

and phraseology should be for the Board e to d erm '' we've? ? 

Tdra'f ' '^^^^"^^ ^h^t such a docSi wo Id be'l e. 

a draft text is presented at the end of this appendix. 

cnrh 11 l^^ '""^ time that the Board of Trustees adopts a policy statement 
aw !se I'' members of the Corporation shoSld a'L d the 

con ist 5? not ?^??^L°n P^°^^^^°"S authorizing a Board of Trustees to 
ha r fhf ^ ^^^^e" ^'"e than twenty-one members, which can 

' I l^urther augmented by up to five persons - the President and four others 

( y-Laws'' In 'Tu lll'V%l'''' '''' P°^^^^ °^ o'thVrloI^d'me^E: s. 
[oy Laws, Art. ill. See. 1) This suggests that additional trustees havina ■ 

llTstTnTllTr'' ^tate governments might even be named unde r e ' 
werf r^be^accommSd'a^^d ? 'S'' representatives from a maximum of four states 
were to ^pe accommodated.' However, since the purpose is to beain 3 rhain nf 
events hat would lead to the conversion of the p?e en College n?o a 
regional institution, public in character, and supported entirely or " 
substantially by the New England states, t wouldT bettrr to make soecifir 
provision for state government representation rather Ln to relf on a es 
pecific provision The text of a by-laws provision that would accompl sh 
the purpose is included at the end of this appendix. accomplish 

The first stage of conversion of MCO into a public regional colleae nf 
optometry could consist of the commitment of its enrollment capacUv to 
students who would be regarded much as students in the state ?o?eqL and 
hur^hr'^'^ ''''''^ ^"9^^"^ States. They wou d pay uU o 

thScI ;lc'^'5" P°'^^°"' °^ the costs of their education woLld be bo^ne 
by the states However, since the institution itself would not yet be owned 
and operated by a joint instrumentality of the state governments the s?ate 
subventions would come in the form of contract support paJmenJs Some o? 
all of the six states could participate. Part of the New EnSland Cn}tnl nf 
Optometry's capacity could be set aside for student coming deJ 1 e^ 
IZrlnnl °" '^'''"^^ through the New England Crd of Higher 

Education a mechanism for the negotiation and making of such contract It 
washed during the academic year 1974-1975 by Connecticut to purchase some 

'Aside from the provision just summarized, neither the incorporating 
documents nor the By-Laws contain any express provisions setting fo?th the 
qualifications of trustees or placing limitations on the type of perL^^^^ 
who may be elected. Accordingly, it could be that the member of ?he 

a ' ermreJpiJe' ''''' '° ' ° - or 
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spaces at MCO and should be used on a larger scale for the making of 
contracts with as many of the New England States as would wish to enter 
into arrangements. 

In addition to the provision of financial support and favored student 
access to the institution, an important aspect of public status is 

governance. State institutions of higher learning are ^governed by boards 

selected by governors or otherwise prescribed by state law. Until the 
college of optopietry is. actually public, an arrangement part way between 

the normal public governance mechanisms and private ones should be devised. 

That is the reason for suggesting some state representation on the present 
Board of Trustees. 

The arrangements just discussed could continue for a period of some 
years. However, they would provide something short of the stability 
desirable for a permanent public program of regional., publicly supported 
optometric education. Neither the College nor the states could know for 
certain whether their contract partners would continue for any great length 
of time. Consequently, the making of significant capital investments and 
the development of truly regional programs would'be inhibited. Accordingly, 
the plan proposed here should be regarded as transitional. 



Finance and Contracts 

I 

Restoring and maintaining the financial health of New England's only 
college of optometry is clearly essential for the institution. It is 
important for the region because of the education which it provides in a 
necessary profession used by all of New England to secure a basic ingredient 
of eye care. 

Of course, the six states of the region could support a college of 
optometry if it became a public regional institution of higher learning. 
Until such a course is taken, states of the region can provide financial 
assistance through contract arrangements. Their reason .for doing so would 
not be to improve the condition of a private institution. Rather, it would 
be to provide for a public health need which for the time being is best 
secured by purchase from an existing private institution. Contracts of 
this type would in effect provide for the purchase of optometric education 
by a state on behaff of its residents. The Compact establishing NEBHE 
expressly authorizes the negotiations of such contracts by NEBHE on behalf 
of its member states and they can be made with both public and private i 
institutions. The relevant portion of Article V of the Compact reads: 

The board shall have the power to: ... (2) enter into 
such contractual agreements or arrangements with any of the 
compacting states or agencies thereof and with educational 
institutions and agencies as may be required in the judgment 
of the board to provide adequate services and facilities in 
educational fields covered by this compact . . . 

The most direct arrangement, already amply represented in precedent, 
would be contracts under which MCO would undertake to reserve specific 
numbers of places for students from the state making the contract. In view 
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of the facts presented in this report, it seems likely that, were all six 
New England states to conclude such contracts, they could easily fill all 
of the current capacity of the College. 

Such purchase of educational services from a private institution is 
clearly within the legal capability of the states, provided only that funds 
usable for the purpose are appropriated. In addition to the NEBHE practice 
' and program already mentioned, several other precedents can be identified. 

A number of the states have scholarship programs under which they 
assist -their residents attending institutions of higher learning both 
within and without the state. ^ Such scholarships can be used for attendance 
at private Institutions.' In this connection, it will be recalled that 
J»r?^ l^^ academic year 1974-1975, Connecticut did pay for student places 
at MCO by contract rather then scholarr.hips.'* ' 

The question then arises, as to the level of possible support which 
could be achieved in this way. If contract payments were only in amounts 
necessary to defray the tuition and related fee costs of students, the 
arrangement might be"helpful, but only partially so. The College would be 
assured of full enrollment and would be safeguarded against possible loss 
from empty seats. However, as already indicated, this may not be the most 
serious problem. Moreover, even resident students at state universities 
virtually always pay tuition. Tuition and related fee income is almost 
never fixed to cover anything like the full cost of educating students. It 
would probably do no more than account for a portion of current operating 

COS • 

"owever, there does not appea to be anything in the constitutions or 

hph!i? J ^"^^'II'' u^'J" "^'"^^ P""^^^"^ ^^^'"^ paying amounts on 

behalf of each student which took into account capital costs as well as 

operating costs. So long as the states paid reasonable sums for the services 
provided, they would be easily defensible. . _ 

Regardim the arrangements as purchases of services obviates the 
necessity to consider whether the money could be paid to private entities 
Liearly, states can and daily do make purchases from private business 
entities. Nevertheless, it may be appropriate to point out that under the 
laws of each of the six states, higher education is recognized as a "public 
purpose . Consequently, public provision of it, even if at a private 

^C.G.S.A. (Conn.) 10-11 6C (1975 Supp.); M.R.S.A. (Me.) 20-2205, 2207 (1974- 
- 2^V"PP;^A M.G.L.A. (Mass.) C.21, sec. 38A, C. 69, sec. 7D (1973); RSA 
(N.^amp.) 200-0:10 (1973 Supp.);Gen. Laws 1956 (R.I.) 16-37-20, 16-37-29 

'Id. 

"C.G.S.A. 10-329i (1975 Supp.). 

^Conn. Const., Art. VIII Sec. 2; C.G.S.A. sec. 10-335 (1975 Supp.); Maine 
Const., Art. VIII Sec 1; M.G.L.A. C. 69 App. Sec. 2-7 (1973); N. Hamp. 

mC 25/ 
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institution, would not be appropriation of public funds in aid of a private 
purpose. Indeed, if NEBHE were to be the contracting agent, as the laws of 
all six states already authorize, no questions of this kind would have to , 
be considered anew. NEBHE '5 student placement arrangements are already 
made with both public and private institutions. Furthermore, they generally 
are built on the principle of student responsibility for tuition. The state 
money goes for the "cost of education" including overhead not covered by 
tuition charges and_other student fees. Accordingly, contracts of the NEBHE 
type would be of direct value in supporting MCO and would be addressed to 
aspects of educational costs which might be considered state responsibilities 
rather than to those which are most normally defrayed by the students 
themselves. 



'state Participation in Governance 

If the states assume responsibility for supplying and contributing to 
the cost of educating a substantial portion or all of MCO's student body, 
it may be that they would want and should have sonjq voice in the governance 
of the institution. Further, should the College of Optometry sooner or 
later become a public institution supported by some or all of the New England 
^tctes, such representation would be a suitable transitional step from MCO's 
present status to the new one. Accordingly, it is appropriate to inquire 
whether the states could legally appoint trustees to MCO's governing board. 

For a private corporation, the first determinant of who may serve on 
its governing board are its' own Articles of Organization and By-Laws. If 
the former contains no obstacles, and either the former or the latter so' 
authorize, state officials are eligible to serve. 

The next question is whether anything in the laws of the state prevent 
or impede such service ancj whether any special authorizations are necessary. 
This is to be determined by examination of the laws of the particular 
jurisdiction or jurisdictions concerned. 

' There is little if any law directly on the point. Undoubtedly, the 
reason is that the situation is not a customary one. However, wliere it is 
desirable that an action be taken, the absence of precedent is not 
controlling, provided only that the arrangement is consonant with the 
general legal framework and is not contrary to public policy. 

There would seem to be little reason why an official or employee, of 
state government, acting in his individual capacity, could not serve as a 
member of the Board of Trustees of an educational institution such as MCO. 
So long as the particular board membership did not constitute a conflict of 
interest, or did not otherwise interfere with performance of official duties, 
the public official or employee would be free to undertake such activities 
and responsibilities as he miglit choose. 

} 

State officials can engage in private business activities if there are 
no statutory prohibitions and if there is no inconsistency or conflict 
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between the office held and the particular private activity « A test 
^^r^lr'^tX^^^ ---^ - P^^--^ :?tivi?/c^Vies 

be ewe '"an S??iri°" ?'"Jh' ^^^'^'^^ was not proper?^ o 

Farther i? w.r.?I!lH ^^^"^ ' separately identifiable duty. » 

Ihln !n'. J- ^^''^^ extension of the legisl-ator's functions rather 

than an activity in conflict with them. Similarly, the service of stite 
officials on temporary or special bodies for specific purpSserifwhi?^ 
state has an interest has been found permissible.^ Purposes in which the 

seem mel'ft'ha? Provide representation for the state government, it would' 
!h??h ^ a somewhat stronger connection would be clesi red than that 
which would be achieved by the mere fact that a person i. the state 
government might choose to be on a board of trustees, entirely as a matter 
of his own private activity. Selection for the assignment by the loTrlTr 
Tt.lTl°^^'' 'l^'T^ would seem to be appropr ate a 

state has a contract or other arrangement for student places wthMCO and 
It IS contemplated that the relationship is already of siSnifkant ' 

?e"s'Se"fo°r r'sLt'e^o ^'"'^ ' relationship. nr:o;Sd" eem 

reasonable -for a state government to respond favorably to an oooortunitv tn 
place a member on the governing board of the institution FrSS?he staters 
Surr .?Ih'''h'k'^' arrangement could be justified as mo tor ng e s^ ?c s 
purchased and being rendered, a function often performed by state oersonip? 
in a variety of ways, which, in particular irrstancerare ada ted to J e 

?ppn'th°^ *° appropriateness of specific techniques to 

keep them under continuous evaluation. So long as service on thP RnJrH hJh 

^Jn^'^' ''''' to any co Jtm n o act?2n the? wo d 

seem to be nothing legally objectionable.- autiun, tnere wouia 
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,-!w°"^'^h-M'-^^^ t^'t 't't^ constitutions generally contain 
isions prohibiting or otherwise restricting a state official from 

s ^e^•riL'mpa^?Sle'wi^^^■?!; '^.''t ''''^ ^^lli^iilliz^ 

oTTice IS ncompatible with the first or is compensated, or from holdina 
positions in more than one branch of the statue government (e.S ? the 
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Holmes v. Osborn. 57 Ariz. 522. 115 P. 2d 775 (1942). Constitutional 
nTflTA folding of more than one office "a?e ord nar ly held 

c\ I nJJ-'* positions which are not. strictly speaking, offices "67 
C.J.S. Officers, sec. 23, at. 146 (1950). . 

Wer V. Riley, 18 Cal.2d 83, 113 P. 2d 873, 134 A.L.R. 1405 (1941 )- 
Gillespie V. Barrett, 368 111. 612, 15 N.E.2d 513 (1938). 

^Parker v. Riley, supra n' 7. 

77j^l5o'N hoL^rS"-.^'.^" OP^""^" °^ the Justices. 337 Mass. 

613* 55 N F R?? ?1Q ' J" 5^0P^"^°" °^ the Justices. 208 Mass. 610. 
6 O: ?9 S' '25 80 ^ ^)'" ''''''' '"^t^'"^' 302 f1ass. 605. 616. 
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Legislature and the Judiciary or the Legislature and the Executive Branch).^" 
However, such provisions should cause no problems. In order to serve the 
purposes contemplated, it would not necessary to consider vembership on 
'the MCO Board of Trustees as a separate "state office or employment. -.- 
Indeed, the rationale just presented makes it clear that a state official 
holding a responsible position in the government could be performing his 
trustee duties in connection with his regular duties and in furtherance of 
them. On the other hand, if the individual selected to represent the state 
interest has no other position with the state government, his service could 
not possibly be construed as "the holding of more than one office. 
Furthermore, service on a Board of Trustees is generally an unremunerated 
position and so would raise no question of double compensation. ; 

The problems which have just been examined are not unique to New 
England. The permissible activities of public officers and employees and 
limitations on them are relevant in all of the fifty states. The applicable 
principles were first developed at common law and were freely borrowed and 
built by the courts of many jurisdictions without any discernable regional 
differences in approach. Similarly, constitutional and statutory provisions 
are generally borrowed from one state to another and enunciate common • 
principles. There .are, of course, differences in detail which make it 
necessary to ascertain the law of individual jurisdictions. However, for 
present purposes, it has been desirable to cite authorities both from the 
six states of New England and from outside the region, where they were the 
most applicable statements of the principles involved or where they were 
considered especially helpful to an understanding. of the issues. 

Implementin9 Action 

For the Massachusetts College of Optometry, under that name or any 
other, to become a public institution owned and administered jointly by 
several states would probably require legislative action. However, to 
accomplish the first" steps set.forth in this appendix should take no more 
than administrative action and the availability of funds to make student 
support contracts wi^h the College. 

To begin the process, MCO would need to take concrete action designed 
to show that it was committed to becoming a publicly supported regional 
institution and to extend an appropriate invitation to the states. Th6 
precise methods for proceeding along these lines are within the power of 
MCO to determine. However, to make the plan discussed here specific 
enough to provide a basis' for concrete discussion, two d^aft documents are 
offered The first is a possible policy statement such as could be adopted 



^'E.g., Vt. Coft^., Ch. II, Sec. 50 (which additionally precludes a federal 
employee from holding a state position.' Federal customs inspector ineligible 
for appointment to board of trustees of Vermont state colleges. 1962-1964 
Op. Atty. Gen. ll"9.) (1972); Mass, Const., Art. 65, and Pt. 2, C. 6, Art. 2; 
McCabe v. Kane, lOTR.I. 119, 221 A. 2d 103 (1966); State v. Brown, 5 R.I. 
(1857); State.ex rel. Metcalf v. Goff, 15 R.I. 505, 9 A. 226 (1887); 67 
C.J.S. Officers, sec. 23(a), at 133, (3) at 141, and (7)(a), at 144 (1950). 
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firs? h.Srt^rL ^^^ese drafts, it is assumed that MCO would 

nnSLt ! f I ^'^u°" ^^^"9^"9 its name to the New England College of 
Optometry Such a change would not be a legal necessity but it woUld 
Engiand ' '''''''''' ''''''' '° '"^entify the College with the^who?e of New 

S|tggn^oLPo1icy ProposeJ for Adoption by Massachusetts mu.n. nf 

tha J^^^?^ ^"§1^"^ College of Optometry is the only existing resource for 
the provision of optometric education in New England. It has ful fined 
this role for a number of years as a wholly priSate non prof t inst tution 
but finds increasingly difficulty in continuing to serve the New Enqf and 
region without significant assistance from the states of the .area^ 

The College proposes to continue to serve the needs of the New 
England region for optometric education and to proviue related programs 
which will promote proper eye care and health on a regional basis 

• 'instilut.-Jn'n/hf h objective of the College to become an 

institution of higher learning responsible to and supported by some or all 

■ nf JS'-^''' 1^'^'' ^° tf^^t the College fulfills the needs 

of their r^s^dents for optometric education and related services. 

anv ald'an'oiSfrn?;^ of Trustees, and pursuant to their direction, 

any and all other officers, employees and agents of the Colleae are 
au., on zed . and directed to enter into and conduct such exploratory 
investigations and negotiations as may be calculated to further the 
attainment of the policy stated herein. rur uner me 

Comment 

This Statement of Policy, or one similar to it, should be adopted bv 
wJuiH^'r^ °^^^fu^?r"9e Corporation.. These members are thi boSy which ' 
would be the stockholders if MCO were a business corporation rathe? ?han a 
ngn profit entity. Consequently, they are the "owners" and must provde 

TollX hi T^^'l ''''^'"^'^ taking 0? such'a ?ep w fd 

appear to be of so basic a nature as to benefit from the provision of 
policy direction by the members of the corporation. Moreover a de?aration 
from them would be helpful in indicating^ to the state governments tSa??he 
Col ege is really prepared to move in the direction of becoming a p blic 
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PROPOSED REVISION IN THE BY-LAWS OF 
MASSACHUSETTS COLLEGE OF OPTOMETRY 

The Corporate By-Laws for MCO presently contain several articles 
prescribing the size, terms of members, meetings and powers of the Board 
of Trustees. However, aside from expressly providing that the President 
of the College may be a Trustee, the By-Laws contain no other indication 
or limitation on the kinds of trustees who may be chosen and require no 
special qualifications of members of the Board. Consequently, it would-be 
possibleofor the members of the College Corporation Jto select an individual 
who happens to be an official of a state government. At present, however, 
there is neither indication nor any expression in the By-Laws of a reason 
that would suggest such a course. To make clear the intention of the 
College to invite a state, government connection, it would therefore be 
appropriate for the By-Laws to be amended so as specifically to recognize 
and facilitate the possibility of service on the Board by representatives 
of the governments of states. 

Articles III, IV and V of the By-Laws relate to the Board of Trustees. 
They are reproduced below, partly for informational purposes and partly to 
show the amendments in them which could make invitations to the states to 
be represented specific and meaningful. 

The effort is to keep these changes minimal and flexible. Undoubtedly, 
more ej(tensive changes would be necessary if the College were to become a 
predominantly public institution. However, to begin the process of 
conversion as simply and rapidly as possible, it is suggested that these 
relatively modest charf^es could suffice. Articles III and IV show 
amendments. Article V Carries only a note concerning its suitability for 
a body of a public character.- 

All of the amendments suggested woujd be "additions to the present By- 
Law provisions. They are shown by underscoring. 



ARTICLE III 
Board of Trustees 
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Section I: There shall be a Board of not less than eleven (11) nor more 
than twenty-one (21) trustees elected by the members of the 
Corporation. The trustees shall be elected for staggered terms 
so that approximately one-third shall be replaced each year. 
At each annual meeting or special meeting of the Corporation, 
trustees shall be elected to fill the offices of those trustees 
whose terms of office shall have expired and to fill vacancies 
in the Board caused by death, resignation or otherwise. E^ch 
trustee shall hold office until the expiration of his term and 
until his successor shall be elected and qualified. 

9^ 262 
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Section 2: 



Section 3: 



The Prcsidt-nt of the College and such other persons, not 
not exceeding five (5) in number, as arc designated by the 
Board of Trustees shall serve. as ex officio members, with all 
Of the rights, powers and responsibilities of trustees- and if 
the trustees so decide, the ex officio trustees shall be in 
addition to the maximum of twenty-one (21) trustees herein 
otjierwise provided for. 

At any annual or special meeting of the members of the 
Corporation, additional trustees may be elected to serve for 
such term or terms as shall then be determined. The gov ernment 
of any state, in su ch manner as its laws may pro vide nr aiinw 

may be repr esented on the Board of Trustees by one o r more ~ 

members in accordance with the procedlires and with t he effect 

• provided herein. A^state which provides financial s II^^^TFT^r 
the College through ^ontracts on behalf, of a number of "iuld^s 

constituting ten percent or more of the total full-time " 

enrollment shall be re quested to nominate a member of the B oard 
Trustees and suc h nominee may serve either as a n official or 
unofficial representativ e of the state, as its laws mav allow. 
The members of the Corp oration ^hall confirm any suc h nominee" 
as a member and shall sp ecify his term. A state whidTd HiT^nt 

me et the foregoing requirement may be requested to nomin ati 

one or more members of t he Board of Trustees, if the me mbers' of 
the Corporation upon the recommendatioh of the Pres idenFT^TTh^ 
Board of Trustees, de termines that such state has or shmiTTh^ 
encouraged to have an o fjucial interest in or connection with" 
the College. Any ^on serving on the Board of Trust ees~aT~ 
an official or unoffic ial representative of a state g overnment 
sha ll have all the Tights, powers and privil eges of anv nth^r 

memoer o£ the Board of Trustees. 

There may be an Executive Committee of not less than five (5) 
nor more than seven (7) members to be elected annually from and 
by the members of the Board of Trustees. The Chairman of the 
Board of Trustees and the President of the College shall serve 
as ex officio members of the Executive Committee and shall be 
included in the aforesaid limitation on the number of members 
of the executive Committee. The duties of the Executive 
Committee shall be to act in behalf of the Corporation while 
the Board of Trustees is not in session, exercising the powers 
of ^he Board of Trustees in all such matters as the Board may 
from time to time describe or authorize by vote. A majority of 
the Executiy£ Committee shall be a quorum thereof, and it shall 
require a majority of the whole Executive Committee to act 
Officers of the Corporation who serve on the Executive Conunittee 
win serve in the same capacity on the Executive Committee 
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ARTICLE IV 



Meetings of the Board of Trustees 

Section 1: X meeting of the^ Board of Trustees shall be held without call 
or formal motice immediately After the annual meeting of the 
members of the Corporation; and meetings may be held at such 
other times and places as the Board of Trustees may from time 
to time determine. 

Section 2: Special meetings of the Board of Trustees may be called at any 
time and place by the Chairman or by any two (2) trustees. 
Meetings of the Board of Trustees may be held either within or 
without the Commonwealth of Massachusetts. 

Section Si Notice of the time and place of each special meeting of the 

Board of Trustees shall be given to each trustee by the Clerk, 
' or by any other officer or by the trustees calling such meeting, 
at legist three (3) days before the time of the meeting by 
telegram, or by written notice mailed postage prepaid, addressed 
to each trustee at his last known residence or business address. 
Any meeting, however, of the Board of Trustees shall be a legal 
meeting for -the transaction of business, notwithstanding that 
notice shall- not have been given to all trustees as above 
provided, if all the trustees are present or if due notice of 

~ . such meeting shall have been given to or waived in writing by^ 

each trustee not present, or consent to the action taken shall 
be signed by all trustees not present. ^ 

Section 4: A majority of the trustees shall constitute a quorum for the 
transaction of' business but a lesser number may adjourn any 
meeting from time to time and the meeting may be held as 
adjourned without further notice. When a quorum is present at 
ahy meeting, a majority of the trustees present shall decide 
any question brought before such meeting except as herein 
otherwise expressly provided, 

\ 

Section 5: At any time when one or more members the Board of Trustees 

is an official or unofficial representative of state g overnment, 
the provisions of Sections 1-4 of this {article shall apply, 



ex cept that all meetings of the Board (j>f Trustees shall require 
notice by mail of not less than twenty|five days. Howe ver, such 
notice may be waived in writing, but i^ order to be valid any <^ 
such waiver must be by all members of the Board of Trustees. 
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ARTICLE V 



Powers of the Board of Trustees 



The Board of Trustees shall have and may exercise all the powers of the 
Corporation except as otherwise provided by law or by these By-Laws. 
Without limiting its general power and authority as herein provided] the 
Board uf Trustees shall have specific power from time to time bv itself or 
by such duly authorized agents or officers as it may appoint or elect as 
fol lows : 

faj To manage the School and its dormitories; boarding houses, libraries 
and other properties, business and activities of the Corporation; to 
employ, determine the powers, compensation and duties of and discharge 
instructors, agents and other employees; and to Authorize or make 
contracts in the name and behalf of the College; 

(bj To manage and expend the College's funds and assets and to invest and 
re- invest the same in real or personal property of any kind, tangible 
or intangible, or any interest therein, whether or not the investments 
chosen would be considered a proper investment for a trustee, and 
irrespective of the proportion of such funds placed in any one or more 
investments, and to exercise all the rights, powers and privileges 
pertaining to the ownership of any securities forming part of the 
College's assets to the same extent that an individual might exerci e; 

(cj To purchase, acquire, take or give leases, to operate, use, sell, 
exchange and otherwise dispose of real estate or personal property 
which may be deemed to be suitable or convenient for or in connection 
with the purposes or activities of the College; and to receive property 
by gift or by will or otherwise as additions to the College's assets; 
and , ' 

Id) lo borrow money and to authorize the giving of notes or other obligations 
therefore and, if deemed desirable, to secure the payment thereof by 
mortgage, pledge, assignment, transfer or conveyance of any part of 
the College's property and assets then owned or thereafter acquired. 



Comment 



ArUcleJJX. 

The additions to Article III, Section 2 are intended to make service 
of representatives selected. by the states possible in accordance with state 
laws and procedures. It would be impracticable for the by-laws of a private 
corporation to specify too precisely how the states should appoint their 
members of the Board of Trustees. The By-Laws cannot bind or compel the 
state governments to proceed in a particular fashion, especially if it is 
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inconsistent with statutes or established usages. For this reason, the 
suggested amendment would leave the decisions and mechanics for state 
appointments up to the state- concerned. 

Since the members of the corporation are the body with power to elect 
the Board of Trustees, the amendatory language describes the role of the 
states as the nominating of their representatives. However, if the By-Laws 
were to be as suggested,' the members of the corporation would be required , 
to confirm the state nominees. Cionsequently , the states would be represented 
by trustees of their own choosing. 

It is also suggested that trustees could be added at special meetings 
of the members of the corporati-on as well as at the annual meeting. This 
would make it possible to confirm state trustees within a reasonable time 
after their nomination. 

The figure of ten percent provided for the portion of enrollment which 
would entitle a state to representation on the Board is suggestive only. 
Under present conditions, it would mean that a state which by contract was 
providing financial support on account of at least twenty-five to thirty 
students would be so entitled. The concept is that state support should be 
substantial to result in representation as a matter of right. However, the 
College might wish to invite representation if support of other kinds were 
offered or i ■> invitation was meant to encourage state interest. 
Accordingly, ^ provided that the members of the corporation could extend 
the privilege, they thought it desirable to do so. 



Article IV. 

A private organization, particularly one in which control is closely 
held, can operate more flexibly or informally than a public body or one 
with a diverse and dispersed membership. 

It cannot be presumed that state officials scattered- throughout 
several states would be likely to assemble for meetings of the College 
Board unless they receive regular notice. Furthermore, it should be 
noted that out-of-state travel frequently requires special clearances 
and approvals' for which three weeks is generally considered to be a 
prudent estimate of the necessary processing time. 



Article V. 

No amendments are suggested for Article V at this time. However, the 
contents of this article would have to be considerably revised to fit the 
requirements for and limitations placed upon public agencies. For example, 
the flexibility of the investment and borrowing provisions found in items 
(b) and (d) would not fit any publ ic educational institution. However, the 
participation of state nominated members of the Board of Trustees would not 
of itself make the College a public body. Accordingly, for this first stag, 
of the transition, the present corporate usages could remain. So long as 
the states participated exclusively or primarily through contracts for the 
education of their residents, the states would not be incurring any risks. 
As long as the education being purchased was paid for at reasonable prices, 
^ the state funds would be obtaining appropriate value. 



APPENDIX B 



MASSACHUSETTS COLLEGE OF OPTOMETRY 
NOTES TO COMBINED FINANCIAL STATEMENTS 
JUNE 30, 1975 

1. Investments exclusive of physical plant are recorded at cost; investments 
received by gift are carried at market value at the date of acquisition. 
Qaoted market value of investments (all marketable securities) at June 30 
1975 was $2,849 and June 30, 1974, $2,611. 

2. Physical plant is stated at 'COst at date of acquisition, except furniture, 
fixtures, equipment and library assets which are stated at their carrying 
value as of June 30, 1969. As prescribed by current publications, depre- 
ciation on physical plant and equipment is not recorded. During the fiscal 
year 1974, the^ College demolished the building at 178 Newbury Street at a 
cost of. $17,500; which cost has been capitalized. 

The College has entered into an option agreement which expires on July 1, 
1975, w^ith monthly extensions through December 1, 1975, to sell its prop- 
erty locked at 178-180 Newbury Streyet, Boston, Massachusetts. The sales 
price will be $^50,000; with an increase ia sales price ($50,000) if cer- 
tain zoning restrictions are modified within eighteen months fcrom the date 

of delivery of the deed. The non-refundable original option payment 

($10,000) will be applied against the sales price; while additional monthly 
payments ($5,000 each) will not be. -The option has be^n extended throuph 
September 1, 1975. 

3. Notes Payable - Secured ' 

A note, secured by specific equipment; with monthly payment of $211, 
the final payment due in February 1978. 

Due within one year $2,533 

Due after one year 4,222 $6, 755 

4. Notes Payable - Unsecured 

SV/. time note due July 28, 1975 $50,000 

5. Accoi Its receivable and payabl'3 of the Retirement of Indebtedness Fund 
represent real estate taxes due the College from the lessee of 180 
Newbury Street and the corresponding payment of these taxes by th( Col- 
lege. Usually the lessee pays the taxes direct to the City, but as yet, 
he has not done so. 
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MASSACHUSETTS COLLEGE OF OPTOMETRY 



NOTES TO COMBINED FINANCIAL STATEMENTS 
JUNE 30, 1975 



Due Within Due After 
One Year One Year 



Long-term debt of the plant funds Include 
the following: 



a) Mortgage note with an Interest rate of 
17. above prime, with monthly minimum 
principal payment of 2,000 plus Interest, 
secured by property with a carrying 

value of $501,531. 24,000 262,370 

b) Mortgage note with an Interest rate of 67«, 
with monthly principal and Interest pay- 
ment of $1,667, secured by property with 

a carrying value of $286,000, 16,029 57,239 

c) Mortgage note with an Interest rate of, 
8.507., with monthly principal payment 

of $1250' plus Interest, secured by prop- 
erty with a carrying value of $286,500. 15,000 178,732 

d) Mortgage notes with an interest rate of 
47. with fluctuating quarterly payments 
as described below applied first against 
interest and then against principal. 

The mortgage document contains the follow- 
ing regards payments to be made: 

N 

1) Minimum payments with a balloon 
payment of $333,897 on November 10, 
1977. 

2) Yearly excess payment necessitated 
by building fund drive receipts 
exceeding a specific figure as out- 
lined within the moi cgage documents. 

3) Discounted prepayments. 

4) Payment required because of a sale 
of the property located at 178 New- 
bury Street, Boston, Massachusetts. 32.920 378,757 

Total 965,047 87,949 877,098 
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MASSACHUSETTS COLLEGE OF OPTOMETRY 



NOTES TO COMBINED FINANCIAL STATEMENTS 



JUNE 30, 1975 



The accompanying financial statements do not reflect, in both revenues and 
' expenditures, fee reductions granted to certain groups as a means of increas 
ing the number of patients and occasions of service to meet the necessary 
educational goals of the College and the accreditation requirements of the 
Council on Education of . the American Optometric Association. The fee reduc- 
tions in 1975 were approximately $72,000 (1974 - approximately $57, 000), 

The College applied for, but was not awarded financial distress funds in 
1975 from the U.S. Department of Health, Education and Welfare. The College 
received $147,628 financial distress funds in 1974 from the same agency. 

The College has the following benefits for its employees: 

a; Retirement Plan ^ 

The College has a contributory pension plan with the Teachers 
Insurance and Annuity Association of America providing for deferred 
annuity contracts for all participating qualified professional 
personnel. The College contributes a minimum of five percent of 
salary. 

b) Group Insurance 

The College provides long-term disability insurance for all 
eligible professional employees. 

c) Medical Insurance 

The College has optional medical insurance for all employees 
who desire to join. The individual participates with the College 
in the payment of premiums. 



Pledges totaling $157,635 restricted to debt retirement, are due to be 
collected over the next five (5) fiscal years as follows: 



1976 



140,043 (includes past due of $79,440) 



1977 



11,983 



1978 



4,709 



1979 



500 



1980 and later 



400 



It is not practical to estimate the net realisable value of such pledg 



es . 
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